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Oficial Organ of the National Organization for Public Health Nursing, Inc. 


Let Us Think Before We Vote 


MM“ times the question has been asked of 
the NOPHN Board and staff, “What 
shall public health nurses do about the Struc- 
ture Committee report?” We as members of 
the NOPHN, individual and agency, will an- 
swer this question through our vote. We 
believe a membership in possession of all 
available information will vote for a structure 
that will be sound and good for the future of 
nursing and nursing service. Clearly good 
nursing service must be provided if society is 
to continue to call upon nurses. 

For years some nurses have talked about 
the desirability of a single national nursing 
organization. Those of us who have served on 
joint committees appreciate the need for as 
simple and direct structure as possible. But 
we know too, that sometimes groups expressing 


different points of view stimulate each other; 
at times special fields or programs need indi- 


vidualized attention. The birth of each of 
our six national organizations was an attempt 
to give this attention to some particular phase 
nf nursing education or service or to a special 
group of nurses. ' 

While we have discussed the desirability of 
a single organization we have become in- 
creasingly aware of our responsibility for the 
improvement and extension of nursing service. 
We know that nurses alone cannot achieve the 
goal of adequate nursing service of high 
standard for our country. We have come to 
realize the great strength of lay people, non- 
nurses whose participation as partners in our 
programs is vital. We must now decide how 
they can best continue to help us. 

We are a young profession which in its first 
seventy-five years has achieved an enviable 
reputation for its contribution to community 
health, but without the opportunity to serve 
a community through nursing care to indi- 
viduals and families, even the finest nurse is 
Professionally useless. Without community 


understanding and support the opportunity 
to nurse may not be granted her. We have 
seen this happen in our own lifetime, not 
because there were too many nurses but be- 
cause too few citizens understood the services 
nurses could give and were, in consequence, 
unwilling to supply the support through public 
or private funds. Furthermore, as the found- 
ers of the NOPHN fully realized, the high 
professional standards essential to successful 
service can only be secured and maintained 
through public understanding and support. 

Can we count on full support of non-nurses 
in a structure which limits the privileges of 
these members? In its earliest days, NOPHN 
did this but soon removed all restrictions from 
those admitted to general membership. Could 
it be that provisions for true professional and 
lay partnership for nursing service and educa- 
tion are more important than immediate 
achievement of a single organization if full 
non-nurse participation is impossible in the 
single organization? No one of us can answer 
this alone but each of us must think it through 
carefully and arrive at her own decision so 
that our group answer will be the best possible 
one. If through preserving what we have 
gained in participation by non-nurses it is at 
all possible thus to speed the development of 
more adequate nursing education and service 
in our country, a plan which does not grasp 
this opportunity will clearly fall short of its 
objective. 

Therefore when we come to decide the point 
of one or more national nursing organizations 
we find the question is not only “Will it be 
good for all nurses to join forces in a single 
united organization?” but also “Will such a 
structure provide better and adequate nursing 
service for all the people?” 

This then is the heart of our decision. Can 
one organization fulfill our dual task? If we 
believe it can, the answer is at once easy for 
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many of us. Margaret Arnstein speaks clearly 
in her statement in the August PuBLic 
HEALTH NursING of the values we have long 
desired which would derive from the uniting of 
all nurses in a single body. 

There are others who are equally sure that 
participation in nursing plans and programs 
cannot be accorded the non-nurse member in 
the same organization that protects the in- 
terests of the individual nurse. Elizabeth Fox 
expresses this point of view in her thoughtful 
statements also in the August Pustic HEALTH 
Nursinc. So the question still faces us: Can 
one organization fulfill our dual need? If it 
cannot, our problem may require another 
solution. 

Thus far no mention has been made of 
NOPHN agency membership. We have stated 
in principle, too, that we believe the con- 
tinuance of this form of service and support 
is fundamental to a sound organizational 
structure. To those of us on staffs of member 
agencies this principle needs no enlargement, 
nor does it to the member agencies themselves, 
who by their constant calls upon headquarters 
demonstrate their appreciation of what such 
membership means. Likewise, agency mem- 
bership has enabled NOPHN to work help- 
fully with other national health and welfare 
organizations who must also give intelligent 
leadership to local communities. Here the 
point is simply that member agencies as well 
as individual members have an important 
contribution to make to national nursing, and 
our structure in recognizing this will further 
insure its use of every means to reach the goal. 
Similarly, school membership, such as the 
ACSN has, is basic to the development of 
progressively sound nursing education. Our 


Looking Ahead to Your Co 


“A public health nursing agency which is 


Chest shares with the Chest responsibility for interpretation and fund-raising.” 


—Guides for Community Participation in 


A’ SURELY as fall brings red apples, it also 
brings the annual Community Chest 
campaigns in a thousand American com- 
munities. What can the Board and staff of 
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preview of the School Study given by Dr 
Brown in Chicago makes this apparent. 

A comprehensive discussion has not bee 
attempted here. Some may think the problem 
has been oversimplified. There are othe 
factors worthy of serious consideration. Bu 
to many, these issues for our thought ani 
action as NOPHN members are basic. Ow 
answers will determine our vote. Briefly these 
points are: 


1. Do we accept the dual tasks of organ 
ized nursing as stated by the Committee o7 
Structure? 


2. Are they of equal importance in Ameri- 
can society today? 


3. Can we as nurses best promote and pro- 
tect the interests of the members of the nurs 
ing profession in one organization? 

4. Can we best provide nursing service to} 
the people of the United States through on} 
nursing organization? 

A compromise means giving in by bothf 
parties on certain points. It also means mvp 
tual agreement that the best possible forward 
step is taken in the compromise. 

It is important for us to think carefully, 
for we are members of an organization whose 
objective set thirty-six years ago is not yet 
achieved. The founders, being wise beyond 
their time, would understand the need for 
changing structure but they would not accept 
in their successors any but the best new way 
to reach the goal. To them, as to us, the 
objective calls urgently and we are charged 
with responsibility for making all possible 
progress toward that goal during our lifetime. 

RutH W. Hussar) 
PRESIDENT, NOPHN | 
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mmunity Chest Campaign 


an affiliated member of a Community 


Public Health Nursing, NOPHN, 1948 


a nursing agency which is a Community Chest 
member do mow to begin to discharge this 
mutual responsibility? 

From the national office of Community 
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Chests and Councils come the following sug- 
gestions. Some of them you have no doubt 
already put into practice. Others will serve 
simply as springboards to the development 
of ideas that will arouse maximum interest 
and support in your individual community. 
All deserve careful consideration. 


1. Build up identification (now and year- 
round) with the Red Feather symbol of the 
Community Chest, so that the citizens of your 
community may instantly realize that by 
giving to your Community Chest, they are 


" giving to your nursing agency. Staff, volun- 


teers, patients, and townsfolk should all be 
reminded that the coming citywide Red 
Feather campaign is ‘our campaign.” 
2. Line up practical helps for the campaign: 
a. Up-to-the-minute information about 
your agency’s activities; trends in service; 
case stories. Use these to rouse interest 
among your own circle of friends, too! 
b. Board, staff, and volunteers willing to 
serve aS campaign solicitors. 
c. A Board or staff member who can serve 
as a loan executive for a campaign division. 
d. Board, staff, volunteers or patients who 
have special talents or stories to tell—as 
speakers, guides on Come-See Tours, office 
aides at Red Feather campaign headquar- 
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ters, publicity or radio-writers, hostesses 

for campaign luncheons, special gifts work- 

ers, auditors, subjects for photographs. 

e. Are the agency offices suitable for Come- 

See Tours? For campaign committee 

meetings? 

3. Let your Community Chest know that 
you are ready to help. Supply them with a 
list of the resources you can offer. 

4. Familiarize yourselves completely with 
this year’s Community Chest story, the 
amount of the goal and why—and then talk 
about it everywhere you go. 

As you know, nursing services stand high 
among the list of most popular Red Feather 
Services, and among those most frequently 
included in Chests. Fifteen and a half million 
dollars of the 1948 Community Chests of 
America aggregate goal is earmarked for vis- 
iting nurses, health clinics, and camps. Large 
sums are also budgeted for child care, services 
to the aged, and other community activities 
for which the NOPHN members during the 
15th Biennial Nursing Convention expressed 
deep concern. 

NOPHN joins the national office of the 
Community Chests and Councils in wishing 
you the best of luck in your local campaign. 
May your efforts be richly rewarded! 


NURSING FOR THE FUTURE 


“Nursing for the Future,” which already has be- 
come familiar to us as the School Study and the 
Brown report, will be available early in September. 
This book by Esther Lucile Brown, Ph.D., is pub- 
lished by the Russell Sage Foundation and may be 
ordered from their publication department at $2 
a copy. - 

The National Nursing Council Committee to 
Consider Implementation of the School Study report 
met on July 30th. The members are agreed that the 
first step to be taken regarding the long awaited 
report is to stimulate distribution and wide reading 
of the book. Plans are under way to have copies of 
the book distributed among non-nurses who should 
find the study pertinent to their own interests. Among 
these are representatives of the medical profession, 
hospital trustees, chairmen of nursing committees, 
boards of managers, key persons in politically im- 
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portant positions, and other strategic lay persons. 

It is expected that the report will be considered 
individually and by large and small groups. Public 
health nurses not only will find the results of the 
survey of nursing interesting but also will have much 
to contribute in interpreting the findings in their 
local communities. In the October issue of Pustic 
Heattu Nursinc Dorothy Wilson, assistant professor 
of nursing education, Teachers College, Columbia 
University, will discuss the implications of “Nursing 
for the Future” for public health nursing. For us 
who have the best interests of nursing and its contri- 
bution to the health and welfare of our people at 
heart, the future starts this minute. Let us inform 
ourselves about this thought-provoking work—an 
assessment of the nursing profession—and let each 
one of us do her share in carrying out the recom- 
mendations. 














The New Look in Health for Children 
of School Age 


By LEONA BAUMGARTNER, M.D. 


in School Health” we can see some similari- 

ties between our own sphere of activity 
and that of the fashion expert though it is not 
probable that our new look will be accepted as 
widely or as quickly as his. 

Even as dress designers tired of the short 
skirt we have tired of a limited definition of 
health. No longer is it merely the absence of 
disease but as the Charter of the World Health 
Organization has so aptly put it, and as 49 
nations have now agreed, health is “a complete 
state of physical, mental and social well- 
being.” Even as the dress designer has new 
materials like nylon or the ever-variable 
plastics, we too have new tools with which to 
work. And even as the designer of today 
looks at the facts as he sees them—economic, 
social, psychological—before he settles down 
to his work, we shall in this attempt to 
analyze the new look in school health—and I 
believe we are acquiring a new look—look 
first at the facts we face today. A few simple 
ones stand out. 

The first is that children have in the past 
50 years been studied more carefully and more 
scientifically than at any other period in his- 
tory and, as a result, more is known about 
them than ever before. Children of all kinds 
and in all kinds of situations have been studied 
—at home, at school, in the hospital, at camp, 
at work, at play, in prisons, in mental institu- 
tions. They have been x-rayed, photographed, 
measured; experts have studied their draw- 
ings, their essays, their posture, their 
stomachs, their brain waves, their eating 
habits. Some have studied thousands of chil- 
dren at a given age; others, the same small 
group from infancy to adulthood. Moreover, 
we are gaining, though more slowly, more 
knowledge of the social and economic forces 
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Dr. Baumgartner is director of the Bureau of Child 
Hygiene, Department of Health of the City of New 
York. 


at work and their effects on a child’s mental, 


gin to shape our health, education, and wel- 


fare programs and to be guided as parents in} 


accord with this newer knowledge. 

Some of the results of this knowledge are 
spectacular. Mortality in infancy and child. 
hood has declined 80 percent since 1900, 


The common contagious diseases of children} 
New tools in the} 


have been conquered. 
hands of better prepared doctors and nurses 
are preventing long drawn-out illnesses, and 


eliminating many of the discomforts formerly} 


associated with illness. Look at the ways in} “ 


which penicillin and the sulfa drugs havep 
almost eliminated infections and pneumonia 


as causes of death and have prevented the 
complicated mastoid operations. 
drugs like Benadryl which have made the 
life of the asthmatic child so much more 
comfortable; or to the new operations which 
have not only saved the congenital cardiac 


from death but have allowed him to lead af 
Or look to our greater ability) 
to control hemorrhage and control disease an¢\ 


normal life. 


death related to other blood dyscrasias like 
the Rh factor. There is new hope, too, in the 
control of dental caries which has for so long 
seemed an insurmountable problem. Adding 


fluorine to the water supply may be thf 
Or perhaps the evidence} 


simplest solution. 
that fluorine applied directly to the teeth can 
reduce dental caries 40 percent will be verified. 


These are but some of the specific, dramaticl 


things that have happened. 
There are others, less dramatic, mo 


amorphous. They are the facts about growl 


and development of normal children tha} Amer 


point to more effective methods of chill 
rearing and of developing optimal health fa 
children. Let us look, for example, at th 
implications of something as simple as the rat 
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throat. Physiologists have discovered that in 
the first few weeks of life, the baby actually 
js not able to roll solid food back with the 
tongue. Knowing this fact, the baby’s re- 
actions are understandable. He spits out his 
cereal if we give it to him before he is physical- 
ly ready to swallow it. This is a normal and 
| logical way for a baby at this stage of develop- 
ment to behave. When this fact is recog- 
nized, the baby is not fed solid foods until 
he is ready for them. The result is that a 
source of friction between mother and baby 
is removed and the baby usually eats happily 
all that is good for him. So here is a pattern 
.} for health practice based on a simple physio- 
logical fact. Many other much more com- 
plicated facts about children have been 
discovered. 
But with all our knowledge there are still 
), problems that are unsolved. Accidents today 
are the leading cause of deatk ut children over 
one year of age. Yet the reasons why some 
have more accidents than others are little 
understood. The problem of preventing acci- 
' dents has not been adequately explored. Heart 
i} disease is a second leading cause of death and 
although we are accumulating much knowl- 


if edge about how to prevent recurrences of 
theumatic fever, we still do not understand 


its underlying cause. Each year we spend 
millions in this country on so-called school 
health programs, yet few studies have been 
made to determine their real value in im- 
proving the health status of the child of 
school age or to establish really effective pro- 
The need for expanded research in 
many phases of child life is clear. 

This brings us to the third fact, namely 
that what we now know is not being put into 
practice. Let us look at a few examples. Oft 
quoted figures of rejectees among young males 

'in World War II indicate the extent of the 
| neglect of preventable physical defects. True 
the implications of this neglect have often 
been misinterpreted, but studies of. health 
i Tecords in schools show that many of the 


remedial defects were known to school and- 


health authorities but that little had been 
‘done about them.! Recent studies by the 
American Academy of Pediatrics show that 
|in a sample of eight states, children in some 
States receive one half as much medical care 
as children in other states.2 On the safe as- 
#)Sumption that no state has too much care 


for its children, there are areas in the country 
that are grossly deficient in medical care for 
children. Figures indicate that 26 million 
children were enrolled in elementary and 
secondary schools in the United States in 
1944-1945. It is estimated that some 4 
million children are living in counties that 
have no medical service at all in their public 
schools. And, as a final example of the fact 
that what is known is not put into practice, 
maternal and infant mortality rates for years 
have been much lower in well-run clinics and 
hospitals than in those poorly run, even with 
clients of the same economic level. 


AX OF THIS does not mean that progress 
is not being made and that much is not 
done. Mortality rates have been strikingly 
reduced. Some of our newer knowledge of 
child behavior is being put into practice. But 
if progress is to be made, we must look at 
where our difficulties lie. If we examine the 
health programs for children of school age, 
we see four areas of difficulty. The first is 
economic and social. The greatest number 
of children live where there are the least 
money and the fewest services. Children are 
concentrated in families in the lower eco- 
nomic levels. In 1941, for example, approxi- 
mately 4 out of 5 were living in families with 
incomes under $3,000 a year.* Farm families 
have 30 percent of the children and only 11 
percent of the income. The 1940 census 
shows that half of the children in the United 
States were living in 32 states which get one 
third of the national income. The states 
with the lowest incomes are the states with 
the fewest schools, hospitals, dentists, doctors. 
Expenditures for school health services per 
child per year ranged from less than 2 cents 
in one state to $3.07 in another, a variation 
of over 15,000 percent. To assure children 
of school age the service they need will quite 
obviously mean more careful planning and 
redistribution of services with marked in- 
creases in service in many areas. 

The problem of administrative responsi- 
bility for health services for school children 
is a second problem. As the members of the 
Maternal and Child Health Section of the 
National Health Assembly recently empha- 
sized, it has been a major stumbling block to 
progress.* They point out that the differences 
of opinion largely reflect an attempt to adhere 


445 











PUBLIC HEALTH NURSING 


to the dictum of responsibility in a single 
agency. “Compliance with this dictum is 
impossible,” they say, “because on the one 
hand educational authorities have basic ad- 
ministrative responsibility for all activities 
taking place in the schools, and on the other 
hand health authorities have official responsi- 
bility for activities for safeguarding and 
promoting the health of all the community. 
The solution lies in the direction of joint 
program planning and execution which recog- 
nizes the responsibility of each agency in its 
respective area of competency. For example, 
the circumstances under which child health 
examinations are carried out are a matter for 
joint planning. The technical conduct of the 
examination and plans for corrective care are 
the responsibility of the health authority, 
while the use of the results of the examination 
for classroom instruction is the responsibility 
of the educational authority.” Clarification 
of these administrative problems will mean 
much to the development of sound programs. 

Another practical administrative difficulty 
lies in the administration of nursing services. 
The conclusions reached in the Maternal and 
Child Health Section of the National Health 
Assembly held recently seem sound. Recog- 
nizing that the school child cannot be sepa- 
rated from the family group, they point out 
that it follows that nursing service to the 
child can best be given by one who has re- 
sponsibility for the whole family—the 
principle of generalized nursing service. 

It is also recognized that educational 
authorities have been compelled to employ 
school nurses because of inadequate general- 
ized nursing service in the community. Asking 
that these nurses be integrated into a general- 
ized program and at the same time, because 
of the legitimate demands of the generalized 
program, reducing materially the service 
actually given in the schools obviously arouses 
protest. While it may properly be said that 
a better planned generalized program will 
benefit the child more, both immediately and 
in the long run, nevertheless, it is unrealistic 
to ask a school official to give up an established 
service before provision is made for an ac- 
ceptable program of generalized service. The 
first necessity, therefore, is adequate general- 
ized nursing service planned on a community- 
wide basis. 

This service may have to be developed by 


degrees. At all times there should be clog 
coordination of all nurses engaged in public 
health nursing irrespective of the agency by 
which they are employed. Such an arrange. 
ment, by reducing duplication, will be more 
economical both for school and community, 

The third difficulty would seem to be that 
of focus. What is this thing we call school 
health? Is it a program that really promotes 
the health of school children? Or in ow 





efforts to develop the program, are we s 
involved in playing our own roles—as school 
nurse, physician, superintendent or health 
educator, or are we so fascinated with the 
particular jargon—pedeguese, mediguese— 
that we have developed that we have lost 


sight of the individual child? Let us be clear} 


that our business is not just to record defects, 
pride ourselves on the fact that every child 
had an examination, count the number of 


sanitary surveys that were done, or develop a} 


new curriculum in health education. Thes 
are merely tools to the end that children shall 
achieve that state of health so well defined by 
the World Health Organization as “a complete 
state of physical, mental and social well-being, 
not merely the absence of disease.” 


terms what a good medical and dental service 
to school children must include.® 


It is impossible in the limited time to discuss} 


more than what is usually known as the health 
service program or, as I prefer to put it, the 
activities of doctors, dentists, and nurses con 
cerned with the school population. This doe 
not mean that education in matters of health 
or that the sanitary environment are not a 
integral part of a good health program fo 
school children, but time permits me to discuss 
only the actual service program. 


Fst, THERE MUST be an adequate cast 
finding program. This term is used by 
those who try to control specific diseases in th} 
general population. It is used here becaus 
it emphasizes methods of finding the child 
who is in need of medical care. Such 
finding programs for school children deman 
periodic professional examinations and 
tinuous observation by teachers. 

The productive case-finding program will 
also include: ’ 
1. Consultation and diagnostic services # 
indicated by specialists in their respective 
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fields of medicine, surgery, or dentistry. 

2. Access to diagnostic laboratory service. 

3. Mass testing procedures for testing the 
adequacy of vision and hearing, and the de- 
tection of special conditions such as tuber- 
culosis, parasitic infections, and malnutrition. 

4. Determination of the immunization status 
of every child. 

Medical and dental service given by persons 
trained to know medical and dental problems 
in children is a first essential. It is clear that 
thorough examinations at regular intervals 
are necessary if the health status of the 
| child is to be improved. How often and how 
thorough examinations by physicians should 
be made is a subject of obvious importance. 
There is pressure from many school authorities 
for annual examinations. If these are not 
thorough and are not accompanied by ade- 
quate follow-up programs, they lead to little 
| except a sense of false security for school 
authority and the public. Actually, the usual 
annual examination program should be ex- 
posed as a hoax. The expenditure of public 
| funds for examinations of school children by 
_aphysician may be justified only if some bene- 
fit accrues to the child as a result of the ex- 
amination. In addition to the obvious ob- 
jective of discovering physical ailments, usual- 
| ly not satisfactorily achieved by the hastily 
made examination, arguments usually ad- 
| vanced for the compulsory annual examination 
are, first, that it protects the school personnel 
by putting on file a doctor’s statement con- 
cerning physical fitness for physical activi- 
ties, and second, that it inculcates in the child 
the habit of an annual physical examination 
throughout life. It is uncertain how much 
protection the doctor’s certificate actually is 
in case of lawsuit. Many medical authorities 
have agreed that a great many “reports” of 
annual examinations are of no value in court, 
since they do not represent current examina- 
tions and it can be too easily proven that they 
were so superficially made as to be of less 
value than the paper on which they were 
written. Thus, while a theoretical legal 
“protection” may exist, there is no actual 
protection for the school or child. 

As to the “habit” of annual examinations, 
I know of no evidence that pupils who have 
been compelled to bring in reports of or have 
annual examinations in schools, voluntarily 
seek examinations after leaving school. And 


certainly we should not consider it good 
education to teach a child that a superficial 
examination performed with clothes on or 
only partially removed and done at a rate of 
one a minute is the medical examination one 
expects of a physician. 

The medical examination of school chil- 
dren is of value when it discovers any ailment 
the child has, when it leads to the treatment 
of the ailment, and when it guides the parent 
in the further care of the child so that he may 
achieve his optimal growth and development. 
It is clear that there are very few school 
systems which can now afford both the routine 
annual examination and the follow-up pro- 
gram. Let it be clear that it is generally 
agreed that the optimal management of the 
school child and adolescent involves a 
thorough examination annually, but if we 
cannot now reach this goal, let us examine 
carefully whether we are using the medical 
service we have as effectively as we can. The 
National Conference for Cooperation in 
Health Education has set the reasonable goal 
of four examinations throughout the child’s 
elementary and secondary school career.® 
If this goal cannot be reached (as is the usual 
case), it has been clearly demonstrated that 
emphasis on examinations for those children 
selected through the daily observation of the 
teacher is more productive than is routine 
examination of selected grades. 

So-called “continuous teacher observation” 
is thus an essential of the adequate case- 
finding program. There has been great em- 
phasis on this activity in recent years. But 
it may be only a formality when there has 
been insufficient training of teachers. The 
current revisions of syllabi on health used 
in the teacher training institutes have recog- 
nized this fact, but even now they are hardly 
adequate. Much more consideration must be 
given to organized, effective training of 
teachers in every school system. 


* HAS LONG been emphasized that case find- 
ing without adequate follow up is extrava- 
gant and almost useless in meeting objectives. 
The lack of good follow-up programs has been 
the greatest weakness of health service for 
school children in America. In many schools, 
as indicated above, the objective of the ex- 
amination program, if it exists at all, would 
seem to be the compilation of statistics on the 
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number of defects found or the 100 percent 
examination of children on an annual or bien- 
nial basis. If these are the objectives, little 
wonder that so many children leave school 
with an unimproved health status. If we con- 
centrate on getting something done about the 
defects found our efforts must be directed in 
two ways. First, the findings and the recom- 
mendations of the clinical staff must be 
effectively interpreted to the others concerned 
with the health and welfare of the children— 
parents, teachers, school administrators, 
health agencies, and the children themselves. 
Interpretations of this kind are, for the most 
part, inadequately done today. Too little 
time is allotted for them and personnel are 
often too poorly trained to give or receive such 
information. Public health nurses and social 
workers are better prepared to carry out this 
part of the program but they often work with 
too little information about the condition of 
the child. 

Second, school children must have access 
to continuing professional services so that 
their medical and dental needs may be cared 
for. Many communities have inadequate 
medical and dental resources, as pointed out 
before, but even in the communities rich in 
resources school children too often go uncared 
for. Until the community has found ways to 
give its school children the medical and 
dental care they need, that community will 
- not have an effective health service for its 
school children. This does not mean that 
schools themselves should establish complete 
treatment facilities. They have their own 
educational functions to perform. Treatment 
facilities are needed by all in the community 
and it is not the business of school authorities 
to establish them. School authorities must, 
however, find ways of making those facilities 
which exist in the community readily acces- 
sible to school children and find ways of 
stimulating the community to furnish enough 
so that all may be cared for. The care given 
in the offices of private physicians and dentists 
and paid for by parents must be included 
when facilities are surveyed. 

In both case-finding and treatment pro- 
grams, specialized services are essential. There 
is little use in having an orthopedist diagnose 
some unusual condition if proper treatment 
cannot be maintained afterward. Recent 
outbreaks of ringworm of the scalp in this 
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country presented a great problem for schoo 
physicians for many reasons, not the leas 
of which was the ineffectiveness of method 
commonly used by general practitioners and 
the need for specialized x-ray therapy. 

Thus we may summarize the health service 
program in the school of today by saying that 
it needs to be focussed sharply on the problem 
of finding the child in need of medical and 





dental care, and following him until such care 
is secured by whatever resources the com. 
munity can marshal. 


As we adjust our focus on the problems} 


of health in the school age child, it is clear 
too it will be helpful if those concerned with 
school health see other aspects of the problems, 


If, for example, there is no adequate contrdf 


of the tuberculosis or venereal disease problem 
in the community, this reflects itself in the 
health of school children. Today we know 
that the antepartum instruction given mothers, 
better professional attention at birth, more 
training in infant nutrition and care, early 
immunizations, improvements in housing, ad- 
vances in sanitary conditions and neighbor 
hoods, protection of milk and other foods— 
all make their contribution to the health of 
school children. 


BR’ WHAT DOES this mean for the public 
health nurse who works in the school? 
She alone cannot solve the social and economic 
problems which lie at the root of some of ou 
difficulties, nor can she often participate in 
the basic research needed before we can solve} 
other problems. Here she can do little} 
except as she, as a citizen, joins the progres- 
sive forces which seek answers to these prob- 
lems. She can become better informed about 
them and promote the public interest in them. 
She is associated with the greatest business} 


in the world—that of rearing children—and} 


she has a part to play in letting the facts b 
known to those not as well informed as she. 

But what more concrete things can she 
do? I have pointed out several areas in which 
she can become active immediately—can be} 
come active without more money, more stafi} 
and with the same administrative set-up shi 
now has. The newer knowledge of child liftf 
and health is freely available to her through 


books, magazines, pictures, movies, speakers.) 








institutes, and many other media. True she 
may need to wander away from her customary 
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NEW LOOK FOR SCHOOL AGE CHILDREN 


trails to find what she needs—but a few eve- 
nings with the best works of a cultural anthro- 
pologist or a modern educator, a winter study- 
ing the emotional growth and development 
of children, more time just observing and 
being with children—all these are rewarding. 

With that additional knowledge the nurse 
can determine how much of what is known is 
being put into practice in her school or her 
community. And she can determine if what she 
knows and does is up-to-date and is based 
on conclusions drawn from scientifically 
proven facts. She can rid herself of old super- 
stitions and learn to know about why she and 
other adults behave the way they do. 

She may not be able immediately to change 
the administrative set-up under which she 
works, or unloosen the Gordian knot that 
keeps the health officer and the superintendent 
of schools from operating a truly effective 
health program. These may be beyond her. But 
she can help in solving this problem by refus- 
ing to work in a vacuum and by quietly find- 
ing ways to work more effectively as a team- 
mate in her own school and community. This 
she has tried to do for many years. But it is 
her job to activate this role as a team-mate. 
To do this effectively she needs to know more 
of child growth and development, of modern 
pediatric practice, of modern educational 
theory, of human behavior, of how the school 
works, of what opportunities her community 
holds. So armed she becomes concerned with 
more than helping the doctor, getting the 
children down for examinations, and sending 
out a follow-up report. She becomes an 
educator in the true sense of the word—of 
parents, teachers, pupils, yes and even of 


physicians. She becomes a tool through 
which joint planning becomes a reality. 

As she goes about her job she becomes 
critical of her own work. She devises ways 
of evaluating how she spends her time, her 
effectiveness in helping the teacher observe 
children. She throws away the records which 
lead to no real improvement in the health of 
her children and devises ones which do. She 
looks more at individual children and less 
at defects. She talks more of what an indi- 
vidual child needs. She helps that child, 
his parent, his teacher, and his family phy- 
sician understand that need. She watches 
her day-to-day speech, eliminating profes- 
sional jargon, and uses the simple language 
which anyone can understand and which in 
the end helps her better to understand what 
she is doing and why. She focuses not on 
“school health” but on “the health of chil- 
dren of school age.” This difference in words 
may not seem important but I believe it is 
important. It emphasizes that the time for 
change is here. Until all the skills now known 
to medicine, pediatrics, dentistry, psychiatry, 
psychology, sociology, and education are used, 
we cannot bring to all children the kind of 
health that American medicine and education 
can supply. 

Finally, the nurse acts as an important 
link in that chain that is more and more 
bringing the school and the rest of the com- 
munity together. And as she does these 
things, in her own simple way, in even one 
school, she has, acquired “the new look in 
school health.” 


Presented at a meeting of the NOPHN School 
Nursing Section, Chicago, Illinois, June 3, 1948. 
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Trends in Maternal Health 


By M. EDWARD DAVIS, M.D. 


HE YEAR 1947 was an outstanding one 
T= our American economy. More than 
60,000,000 people were gainfully em- 
ployed. Our productive capacity having 
changed from war to peace was again in high 
gear. Our fruitful land yielded bountiful 
foodstuffs, sufficient to satisfy our own wants 
and many of those who were less favored. 
Our most important achievement, however, 
was the 3,910,000 babies who were born alive, 
an all-time record. This represents a birth 
rate of 26 per 1,000 population in contrast to 
1940 when the rate was 18 and the number of 
live births 2,360,399. This record number of 
citizens was ushered into the world more 
safely than ever before and fewer mothers 
lost their lives in giving birth to these children 
than in any previous year. Let us examine 
the record of our accomplishments in order 
that we may determine what factors have 
made these outstanding results possible. 
The past decade has witnessed phenomenal 
changes in maternal and child health in the 
United States. Each year since 1935 there 
has been a progressive decrease in the hazards 
which beset mothers in childbirth as well as 
their newborn babies. In 1935 some 58.2 
mothers in every 10,000 women who gave birth 
to living children did not survive to raise their 
offspring. In 1945, the last year for which 
official vital statistics are available, this figure 
had been reduced to 20.7. Unofficial figures 
for 1946 and 1947 indicate a continuing down- 
ward trend in maternal mortality. The saving 
of lives can be better visualized in the total 
figures, for in 1935, 12,544 women did not 
survive their pregnancies whereas in 1945 this 
figure had been reduced to 5,668, in spite of a 
25 percent increase in total births. 
There has been a corresponding decrease in 
the loss of infant lives. In 1935 the infant 





Dr. Davis is Joseph Bolivar DeLee professor of 
obstetrics and gynecology of the University of 
Chicago and the Chicago Lying-in Hospital. 


mortality rate was 55.7 per 1,000 live births, 
In 1945 this rate had decreased to 38.3. It 
has been estimated that further reductions 
have occurred and that in 1947 no more than 
35 babies were lost in every thousand babies 
born alive. In spite of this great improvement 
more than 100,000 babies still die in their first 


year of life, two thirds of these in their first} 


month of life. In a like manner there has 
been a reduction in stillbirths to the 1945 level 
of 26 per 1,000 live births and in the neonatal 


mortality rate (deaths of infants under one} 


month of age) to 24.3 per 1,000 live births, 

Maternal mortality figures are cold calcu. 
lating facts that are easy to assess. It is much 
more difficult to evaluate the implications of 
this loss of life on our social and family rela- 
tionships. It is even more difficult to account 
for the inevitable trauma, physical and mental, 
short of death which childbirth may cause, 


Short or long periods of invalidism may play ¥ 


havoc with the individual and her rightful 
place in society. The death of a young mother 
is a tragic occurrence for it often results in the 
break-up of the family, excessive hardships on 
children, and the increased penalty of growing 
up in a broken home. 

Those of us who have been closely identi- 
fied with maternal and child health during 
these recent years take pride in this achieve 
ment. We have reached a point of world 
leadership in this field and America has be 
come one of the safest places in which to have 
a baby. What have been the causes of this 
tremendous improvement? A careful analysis 
of all the factors involved leads to some inter- 
esting conclusions. 

First and foremost, one must credit the 
awareness of the problem brought to light by 


such agencies as the Children’s Bureau and} 
their consultants in maternal and child wel-f 
One of the first studies ever made by 


fare. 
the Bureau on maternal and child health em- 
phasized the high maternal and fetal mortality 
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in the United States. Subsequent reports from 
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TRENDS IN MATERNAL HEALTH 


the City of New York, Philadelphia, and other 
urban centers corroborated these findings and 
concluded that at least 75 percent of the 
maternal deaths were preventable according 
to.the standards at that time. This serious 
indictment jarred everyone interested in ma- 
ternal and child health out of their customary 
complacency. Not only was the profession 
aroused but the lay public developed a sudden 
interest in the problems of childbirth, goaded 
on by hair-raising articles in the popular press. 

Many new developments in maternal and 
child care followed. Many urban communities 
developed maternal welfare committees that 


| reviewed local conditions, made recommenda- 


tions, reorganized hospital practice. These 
committees have remained active to review 
the work of the profession and the hospitals 
at periodic intervals, and to seek methods of 
decreasing further the hazards of childbearing. 
These individuals have done yeoman work. 
Today in most large communities the death 
of a mother is no longer the family’s misfor- 
tune only. It is the concern of the hospital, 
the maternal welfare committee, and the com- 
munity at large. 

( The increased hospitalization of maternity 
patients has contributed to the marked re- 
duction in maternal and fetal mortality. Some 
37 percent of births occurred in hospitals in 
1935 but by 1945 this number had increased 
to 78.8 percent. Hospital deliveries command 
more adequate facilities and a trained person- 
nel better able to cope with emergencies that 
may arise. Of the 21.1 percent of women who 
were delivered in their homes, all but 6.4 per- 
cent were cared for by physicians. Thus, in 
1945, 93.5 percent of all women who deliv- 
ered live babies were under the care of a 
physician. 

There was a time in the not far distant past 
when the home was regarded as a suitable 
place in which to have a baby. _ Indeed, it was 
argued by my chief, the great DeLee, that the 
home was a safer place to have a baby than 
many of the hospitals that were available. 
Time and progress change many ideas and I 
am certain that everyone would agree that 
ideally childbirth should be confined to hos- 
pitals but there are still many institutions 
existing today that are not fit for this im- 
portant function. Reproduction is a normal 
Physiologic function in the normal, healthy 
individual but it is fraught with danger in 


those less suited for motherhood. Everyone 
should have an equal right to bring babies 
into the world safely, in a modern environment 
and protected against the hazards that can 
and do arise. 


HY ARE NOT all babies born in hospitals? 

/¥ There is a wide discrepancy between 
urban and rural areas, for in cities of 100,000 
and over more than 94.1 percent of babies 
were born in hospitals in 1945 whereas in rural 
areas 61.4 percent were hospital births. There 
is an even greater difference among various 
parts of our country. There are some states 
where less than half of the births occurred in 
hospitals. For example, in the state of Missis- 
sippi 32.9 percent were hospital births, Ala- 
bama 43.1 percent, Arkansas 46.6 percent. 

The various segments of our population 
have not been served equally well. In 1945, 
84.3 percent of all white women were deliv- 
ered in hospitals by a physician; whereas, only 
40.2 percent of non-white women had their 
babies in hospitals. Furthermore, only 2 per- 
cent of the white women were not attended 
by: a physician in their own homes but 38.1 
percent of the non-white women had their 
babies at home without a physician. 

Why was it necessary for one woman in 
every five who gave birth to babies in 1945 to 
be denied admission to a hospital and the 
176,972 women to bring their offspring into 
the world without medical attendance? In the 
first place hospital facilities were not available 
in many areas. Four out of 5 mothers who 
were unattended at birth lived in rural areas. 
Hospitals are unequally distributed through- 
out the country. Large urban communities 
and medical educational centers have attracted 
ample hospital facilities. The rural areas have 
few desirable institutions. There are economic 
reasons for a lack of hospitals in many com- 
munities. Areas in which a low economic level 
exists have been unable to finance public or 
private institutions. Furthermore, a low eco- 
nomic level seems to go hand in hand with a 
high birth rate. Thus, the birth rate is high- 
est in many of our states that have the most 
inadequate facilities for the care of these 
mothers. 

Poverty and the lack of suitable hospital 
facilities have discouraged medical personnel 
from entering many of these rural communi- 
ties. There is a lack of adequately trained 
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doctors and nurses in the United States. The 
1946 Directory of Medical Specialists lists 
1,836 obstetricians certified by the board. 
Half of these are located in a dozen metropoli- 
tan centers. The ratio of obstetricians to live 
births is about 1 to every 2,000. Nurses who 
have had adequate training in obstetrics are 
no more numerous. Most of these individuals 
seek out the larger institutions and the educa- 
tional centers. Few are anxious to pioneer 
beyond the frontiers of medical progress. 


BSTETRICS has been the beneficiary of all 
the scientific achievements in medicine 
during the last decade. The three major 
causes of maternal mortality, infection, hemor- 
rhage, and the toxemias still account for 90 
percent of the deaths but their number has 
decreased by two thirds. The introduction of 
the various chemotherapeutic agents such as 
the sulfa drugs, penicillin, and streptomycin 
has led to a marked decrease in the hazard of 
infection—the number one killer of women in 
childbirth. The increased use of blood and 
plasma and their ready availability has de- 
creased the danger of excessive blood loss so 
that most deaths from hemorrhage must be 
considered preventable today. Pain relief and 
anesthesia have undergone great changes so 
that they are applicable to more women and 
their use entails less danger. Increased knowl- 
edge has made obstetrical procedures more 
safe for mother and baby. The recognition 
of the Rh blood factor has been an important 
contribution in the management of the new- 
born. Great emphasis on nutrition may have 
important repercussions in the health and wel- 
fare of mothers and babies. 

It has been gratifying to review our accom- 
plishments in maternal and child health during 
the past ten years. However, we cannot be- 
come complacent about a job well done. We 
must move forward or we shall go backwards; 
there is no standing still. The foregoing re- 
view points the way for continued improve- 
ment during the next decade. 

Eighty percent of our women have been the 
recipients of improved medical care during 
childbirth, judged by maternal and infant 
mortality figures. Their care has improved 
year by year. There is every reason to expect 
further improvement as modern hospitals re- 
place antiquated ones, as better trained physi- 
cians replace those with inadequate training; 
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as nursing care continues to improve; and} 
lastly and perhaps most important, as thf 
frontiers of science are pushed outwards ref 


vealing new and greater medical discoveries, 


Some individuals have intimated that wef 
have reached a low point in our maternal} 
mortality beyond which little more progres: 
can be expected. As an example of what the} 
future may hold let me cite some recent statis. f 


tics from the Chicago Lying-in Hospital. 
From July 1, 1944 to June 1, 1948, we de. 
livered 14,827 women. 


During this period} 


there were four maternal deaths and in only 


one could we find preventable factors. Thus, 
in contrast to the national maternal mortality 
rate of about 21 per 10,000 live births ou 
rate was 2.6. This may represent an all-time 
record in maternal mortality but it indicates 
what can be done in a large teaching hospital. 

The real problem that lies ahead is to bring 
to the one fifth of our mothers who have had 
little or no care the advantages available to 
the rest of our mothers and babies. The ex- 
tension of maternal and child health to these 
underprivileged women should yield the great- 
est rewards. It is this segment of our popula 
tion which has the highest birth rate, the 


poorest economic level, the highest maternalf 


and infant mortality. 

We have been fortunate in developing a 
maternal and child health program which is 
excellent. It is our first responsibility to ex- 
tend the scope’of this kind of medical care to 
segments of our population to whom it is not 


available because of geographical location, they 


high cost of good medical care, because o/ 
race, or because of ignorance. Such an er 
tension of our medical facilities is well within 
the scope of an alert democracy. 


I" Is OBVIOUS, therefore, that the most im 
portant phase of our work in the immediate 


future is to develop maternal and child health} 


facilities in our rural areas, particularly in 
those states in which the need is greatest. The 
ideal pattern for maternity care in such areas 





has not evolved. However, there are a numberf 
of programs which function very well. They} 
have been tailored for the locality in which} 


they operate. 
had underway for a number of years is al 
excellent example. 


The plan that Maryland has} 


Certain considerations§ 


must be taken into account in the planning 


of such a program. 
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In the first place, all of the existing facilities 
should be utilized. Unfortunately in many 


localities none are available. Certain basic 
needs for modern medical care are necessary 
in any intelligent program. We have finally 
recognized the fact that the physician does 
not practice modern medicine only with the 
aid of his “little black bag.” He must have 
the tools with which to work. He cannot be 
legislated, subsidized, or coerced to practice 
the kind of medicine he has been taught in the 
medical school without proper facilities and 
trained help. The federal hospital building 
program is already under way. An intelligent 
survey of hospital needs has been made in 
many states, and communities are being en- 
couraged to plan and build suitable institutions 
with state and federal help. However, the 
areas of greatest need will still have financial 
difficulties in maintaining these institutions 
when they are built. It will probably be nec- 
essary to provide further financial support 
from state or federal funds to assure main- 
tenance and the best use of these local in- 
stitutions. 

The local hospital will serve as a medical 
center for the community. The care of 
mothers and babies must be integrated into its 
other functions. One can no longer plan for 
the care of women during pregnancy without 
planning for their general health, the preven- 
tion of disease, and the subsequent care of 
their children. Adequate prenatal care today 
is the best type of preventive medicine. It 
includes a careful and complete physical ex- 
amination to uncover incipient or obvious 
disease. It should include an x-ray of the 
chest to rule out tuberculosis, the care of the 
teeth, a complete examination of the blood to 
detect syphilis, anemia, and to determine the 
Rh factor, and x-ray pelvimetry to determine 
the adequacy of the birth canal. Prenatal 
care is educational for it should teach the 
\mother the essentials of nutrition, the care of 
herself, and the care of her newborn baby. 
‘Thus, it represents a cross-section of modern 
medicine with emphasis on prevention rather 
than cure. 

A rural maternity care program should 
make use of all the public health services for 
its success will depend on their intelligent 
integration. There is a tremendous shortage 
of all personnel necessary in this work. Doc- 
tors, nurses, social service workers are almost 
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impossible to obtain. It will be many years 
before even these key individuals are available. 

The ideal rural maternal and child health 
program should cover an area about 100 

miles wide. It should have a complete medical 
center, preferably in the local hospital strategi- 
cally located so that its patients can be re- 
cruited from a radius of 50 miles. The center 
should house the public health work, the 
crippled children’s program, tuberculosis con- 
trol, the cancer program, and other medical 
work in addition to maternity and child health. 
Many of the facilities of the hospital can be 
utilized by the outpatient services thereby 
decreasing the initial cost as well as the main- 
tenance of the unit. 

The maternity care program should be in 
charge of a physician who has had adequate 
training in obstetrics. The nursing should be 
supervised by an individual who has had 
special training in obstetrics and in public 
health. These key individuals could make use 
of other personnel less specialized and who 
are assigned to work other than maternal care. 

All patients should be carefully screened in 
the center. Those that are normal can be 
delivered in their own homes until such time 
as adequate hospital facilities are available. 
The woman who has diabetes, heart disease, a 
toxemia of pregnancy, or other maternal com- 
plications should be confined in a hospital. 
Provision should be made for her delivery lo- 
cally or in some larger hospital at some dis- 
tance. 

The local unit should be affiliated with a 
teaching center in order that the facilities of 
the large institution are available for unusual 
problems and so that the personnel will be 
able to keep in constant contact with medical 
teaching and medical progress. Such a close 
liaison between rural medical practice and 
medical teaching centers will increase the op- 
portunity of obtaining promising young men 
and women for medical work in small com- 
munities. Such affiliations will be beneficial 
to teaching institutions for the local units 
will provide a flow of interesting patients to 
these medical centers. We must never forget 
that sick men, women, and children are the 
very life blood of our teaching centers. They 
provide the necessary individuals for teaching 
and research without which no medical prog- 
ress can be made. Our teaching centers must 
always be protected against any inroads into 
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the volume of their clinical work for these 
institutions are the fountainheads of good 
medical care. 

The local rural medical center should recruit 
the physicians in the territory which they 
serve to aid in the work. Their participation 
and interest are essential for the complete 
success of any program. Clinics, demonstra- 
tions, and lay education will help to improve 
the medical background of the practitioner at 
the same time that they provide better care 
for patients. It is not always easy to interest 
local physicians in maternal and child health 
but consideration for the physicians’ interests, 
tact, and patience will help materially. The 
local physicians should be provided with nurs- 
ing help for home deliveries. Expert nursing 
assistance will improve the quality of medical 
care even under unfavorable environments. 


T POSTPARTAL CARE of the patient is 
largely a nursing problem. Early ambula- 
tion for the obstetric patient has not elimi- 
nated the need for nursing care, nor has it 
decreased the need for adequate hospitaliza- 
tion for maternity cases. It has resulted in 
distinct advantages but it is not an undisguised 
blessing. If the ambulation is carefully regu- 
lated so as to allow for the normal involution 
of the reproductive organs, the patient makes 
a better and a more rapid recovery. However, 
if its primary function is to allow for a more 
rapid turnover of obstetric beds or the elim- 
ination of nursing care it may result in harm. 
At the Chicago Lying-in Hospital we allow 
the patient out of bed on the day following 
her delivery but we keep her in the hospital 
and regulate her activity for at least 10 days. 
Even after this period she is not able to assume 
her place in the household caring for the 
home, the children, and the newborn. Only 
time will reveal the deleterious effects of un- 
supervised early ambulation. 

Our goal should be a trained medical at- 
tendant at each delivery. This will not be 
feasible in many localities but it can be ac- 
complished just as soon as sufficient trained 
personnel become available. The supervision 
of untrained midwives is better than no super- 
vision, but there is no permanent place for the 
untrained midwife in American obstetrics. 
The obstetric nurse or the trained nurse- 
midwife will always find an important place 
in any obstetric program. 
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The program which I have envisaged is not 





IK 


an idle daydream. It is practical and can bef 


developed with the resources that are available 
today. It is not foreign to our pattern of 
medical care and it will fit within its frame. 
work. 
changes in American medicine which has 
served us so well. True, we will have to pro- 
ceed slowly, adapting it to each locality in 
order that it will function most effectively. 
The real bottleneck in such a program is 
trained personnel. If unlimited means were 


available today, it could not be accomplished f 


for another decade. We need more doctors 


trained in obstetrics who are willing to leave § 


the cloistered halls of our large medical centers 
to work among our people, no less an import- 
ant task. We need nurses who will acquire 
additional training in the fields of public 
health and maternal and child health. There 
are too few schools where such individuals 
may obtain adequate training in these fields. 
It is necessary to subsidize these individuals 
during their postgraduate training for few 
have the means to seek such additional edu- 
cation. The nurse who is willing to spend her 
precious time to fit herself to participate in 
an improved medical care program is no less 
deserving of financial aid than the G.I. who 
took up arms for his country. It should be 
just as noble to serve mankind in peace as it 
is in war. We need lay education in order to 
obtain the best cooperation from the recipients 
of better medical care. We need to educate 
our local and state administrators who are not 
always conversant with medical needs. We 
need to develop an appreciation of our neigh- 
bor’s problems, a new philosophy for many of 
our citizens. 

I have sketched briefly for you the picture 
of maternal and child health in our great 
country. Tremendous progress has been made 
in a short span of years. The future is 
equally bright for we can visualize further 
dramatic changes by making available to all 
the great benefits that have been enjoyed by 
the majority. The means for further progress 
are at hand if we have the vision, the willing- 
ness, and the drive to accomplish the ends. 
Medical progress continues unabated and no 
one can predict what momentous achievements 
tomorrow may bring. These, too, must be in- 
corporated in an enlightened program. 

(Continued en page 460) 
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Trends in Maternity Nursing Service 
and Education 


By RUTH G. TAYLOR, R.N. 


HE PRACTICE of nurse midwifery and 
ic work in health agencies of the ma- 

ternity nursing specialist as teacher, 
supervisor, and consultant can be developed 
best within a framework of effective state and 
local public health administration. That 
has become evident during the last 10 years. 
The nurse midwife must have easy access to 
medical supervision and to hospitals when 
she needs them for the care of patients. The 
maternity nursing consultant must have even 
more than the support of a nursing structure 
rising level by level from town to state. She 
must have also the guidance and support of 
medical leaders. She must have full oppor- 
tunity to consult them in developing her part 
of a program of maternity care so that her 
service and the services of other health workers 
may integrate fully in comprehensive pro- 
grams. 


THREE PATTERNS IN ONE STATE 


Let us look at some examples. The health 
agency of one state has worked out, in that 
type of structure, three different methods of 
using maternity nursing specialists. The goal 
is to reach every mother delivered in the 
three localities selected and to improve there 
the quality of maternity care offered. Each 
pattern is adapted to the number and type 
of workers, hospitals, and clinics available 
locally. Because the programs could be fitted 
to other communities in the United States, 
I shall explain them in detail. 

One county health department employs, 
in addition to a public health nursing staff, 
two nurses qualified by training and experi- 
ence to practice nurse midwifery. Under the 
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administrative direction of the health officer 
and in cooperation with all practicing phy- 
sicians in the county, these nurses actively 
conduct many home deliveries of patients 
who are selected for this type of care during 
medical supervision in the antepartal period. 
They take part also in all other phases of the 
maternity nursing program, such as antepartal 
and postpartal clinics, home visiting, and 
supervision of untrained midwives. In this 
county every maternity patient who is not 
under the immediate care of a private physi- 
cian receives antepartal and postpartal care 
in the health department clinics and post- 
partal supervision by the nurse midwives 
immediately after delivery. 

Another county demonstrates the second 
pattern. Hospital facilities are adequate 
in quality and available to all maternity 
patients. The number of local physicians is 
higher in proportion to the population than 
in the county of the first pattern. Therefore, 
the health department sponsors only one 
antepartal clinic and physicians supervise all 
deliveries. The nurse midwives conduct 
normal deliveries in the county hospital and 
through the program of the county health 
department either supervise or give antepartal 
and postpartal care to those mothers in their 
homes. 

The third pattern is in an early stage of 
growth in another county. The health de- 
partment, county hospital, and private practi- 
tioners will take part in a complete program 
of maternity care. The rural health centers 
are being planned to care for 10 maternity 
patients. There, nurse midwives on the staff 
of the county health department will conduct 
normal deliveries under medical supervision 
and later will give nursing care to mother and 
baby in the home or supervise care there. 

In planning its statewide program of ma- 
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ternity care, the health department of this 
same state is definitely discouraging the 
practice of midwifery by lay women. The 
department predicts that well before two 
decades have passed the state will be free of 
these untrained midwives because two hundred 
fewer of them are now practicing in the state 
than were practicing two years ago. Of the 
midwives whose age was reported, 61 percent 
were between 50 and 70 years of age, 20 per- 
cent were over 70, and only 17 percent were 
under 50. Consequently, in 15 years only 
a few will be practicing and in 20 years 
practically none. They will not be missed; 
the state’s present plan for increasing the 
employment of nurse midwives and for ex- 
panding health centers and hospitals will make 
available to all women during the maternity 
cycle medical and nursing supervision. 

I have not mentioned, I realize, ways of 
obtaining enough nurses trained as specialists 
in maternity care to carry out a program of 
this kind. But the state health agency has 
thought of that important consideration. The 
medical and nursing schools of one of the 
universities in the state have taken part in 
the planning of the state maternity care pro- 
gram from the beginning. This educational 
center sponsored just recently a two-week 
institute on maternity nursing for state hos- 
pital and public health nursing personnel. 
The university is ready to accept additional 
responsibility for education in advanced ma- 
ternity nursing, including instruction in mid- 
wifery, as soon as teachers are available. 

Certain activities of the maternity nursing 
consultant on the staff of the state health 
agency should, I believe, be included in the 
report of this state program. I shall set down 
her activities in the promotion of better 
maternity care in hospitals and health depart- 
ments throughout the state. The consultant 
(1) takes part with local health departments, 
medical societies, hospital authorities, and 
lay groups in planning community programs 
(2) assists in recruiting, orientating, and 
supervising nurses working in the maternity 
nursing programs (3) participates in formu- 
lating the policies of the maternal and child 
health division of the state health agency 
(4) instructs statewide maternity nursing 
study groups (5) works with the university 
faculty in planning the program of advanced 
courses in maternity nursing (6) maintains 
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close contact with the nurses and nurse mid- 
wives in the three programs that have been 
described, trying to help the staff to adjust 
to new policies and procedures and (7) acts 
as a consultant to hospital staffs in efforts 
to improve nursing service to maternity pa- 
tients and newborn infants in institutions and 
to improve maternity nursing instruction in 
the basic curriculum of the nursing schools. 
I have described in detail certain parts of 
one state’s program because three of its 
local programs demonstrate close working re- 
lations between the official state agency, edu- 
cational institutions, nursing organizations, 
and community groups in planning better 
maternity nursing care for all mothers in the 
state. Maternity nursing specialists play an 
indispensable role in every phase of that 
program. Efficient administration of the 
state health agency, sound personnel practices, 
and the interested support of the medical 
profession and sections of the lay public 
help to attract and hold competent nurses. 


DEVELOPMENT OF A COMPLETE SERVICE 





Another state has worked out a notable | 


service during the last 19 years. Its maternity 
care assures every woman in the state, what- 
ever her financial status, color, or creed, 
adequate obstetrica! care. The state’s small 
size has been an advantage in its pioneer 
efforts to organize a sound maternity service. 
The consultation services, the staff, and 
technical equipment of a recognized teaching 
hospital are readily available to all areas of 
this small state. 

Close supervision of all maternity patients 
of untrained midwives can be maintained. 
This is done by means of an extensive clinical 
program and of the consultation services of an 
obstetrician and maternity nursing specialist 
on the staff of the state health department 
and by having several nurse midwives in local 
health departments. The constant efforts of 
20 years to eliminate incompetent obstetrical 
service has reduced the number of untrained 
midwives practicing in the state to 150. 


INFLUENCE OF A NATIONWIDE PROGRAM 

During World War II the largest single 
endeavor to promote high standards of care 
for mothers and infants in hospitals developed. 
That was the Federal Government’s emer- 
gency maternity and infant care program. 
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More than 5,000 hospitals and 450 maternity 
homes in the United States were authorized 
to accept patients eligible for care. As a 
result, the need for the participation of nurses 
in developing and improving hospital services 
in a program for the care of all mothers and 
infants was generally recognized by federal, 
state, and local health authorities. At present 
about 30 states employ nurses to give consulta- 
tion service to hospitals on maternity and 
infant nursing services in order to promote 
optimal standards. Through the recruitment 
of highly qualified nurses, most of whom are 
specialists in maternity or pediatric nursing, 
the states use the original function of in- 
spection as a springboard to that advisory 
service to hospital administrators and staff. 
The success of every nurse taking part in this 
program has been in direct ratio to her 
competence in solving varying problems. Some 
of the problems involve rather prosaic duties, 
for example, arranging for adequate and 
conveniently placed hand-washing facilities. 
A more challenging and imaginative pursuit 
is planning for continuity in the care of 
patients between hospital and home. 

In a western state, the joint action of the 
specialists in maternity nursing of the visit- 
ing nurses association, the state health depart- 
ment, hospitals, and instructors of Red Cross 


, home nursing courses have brought about 


agreement on the content of parent instruc- 
tion. These agencies have published jointly 
manuals for guiding mothers and fathers. 
That means that each nurse in contact with 
the family during the preparation for the 
baby and his early care will be teaching the 
same principles of maternal and infant care. 


JOINT RESPONSIBILITY 


Hospitals and health departments have 
always been important forces in community 
activities. But with a few outstanding ex- 
ceptions their joint purpose has not been 
recognized. However, under the new Hospital 
Survey and Construction Act, administered 
by the Public Health Service of the Federal 
Security Agency, hospitals and most of the 
state health departments will plan together 
for community needs. They will plan for the 
services of each in a coordinated health pro- 
gram. 

_ Nurses are playing an important part early 
in the planning of hospitals and in establish- 
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ing and amending rules and regulations for the 
conduct of hospitals and maternity homes. 
The responsibility of health departments for 
providing ahd maintaining adequate standards 
of maternity nursing care in hospitals through 
special consultants has now been generally 
recognized. This recognition should aid 
tremendously in interpreting the part nursing 
takes in expanding programs of hospital care, 
and in promoting the consultation service of 
maternal and child health nursing specialists 
to the state health department’s hospital and 
facilities division. It will be another impetus 
to the development of nursing referral systems 
between hospitals and community nursing 
agencies. 


PROGRESS THAT IS SURE 


Certain recent changes in obstetrical care 
affect maternity nursing service. They are 
early ambulation, early discharge from the 
hospital, and the care of mother and baby 
commonly known as “rooming-in.” May I 
emphasize the fact that early ambulation and 
early discharge from the hospital do not go 
hand in hand. Maternity nursing service 
restricted in the hospital to the period of 
labor, delivery, and immediate postpartal 
care provides little opportunity for one of 
the most important functions of good ma- 
ternity nursing—teaching the mother to care 
for herself and for her baby. 

“Rooming-in” has received a tremendous 
amount of publicity as a method of maternity 
care in hospitals. But psychiatrists, obste- 
tricians, and pediatricians who have studied 
this plan most carefully, advise against adopt- 
ing it at once as a nationwide practice. They 
believe that much more study should be made 
of the few demonstrations that are now being 
conducted under careful supervision before 
the plan is used widely. 

We also hear much of “natural childbirth,” 
particularly since the visit of Dr. Grantly 
Dick Read to this country. Dr. Read con- 
siders the emotional, social, and physical 
aspects of life as a single pattern. He con- 
siders the mother as a person with hopes, joys, 
fears, and tensions. She is a woman with a 
husband, perhaps with other children, a 
mother, a mother-in-law, and surely with 
other relatives and friends. ‘Natural child- 
birth” and “rooming-in” may or may not be 
accepted eventually as common methods of 
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practice. Nevertheless, discussion of them 
has given professional groups, hospital authori- 
ties, and even parents themselves an aware- 
ness of the need to know more about the 
fundamentals of human relations and the 
scientific facts of good maternal and child 
care. We may anticipate, therefore, a grow- 
ing demand from doctors and from parents 
for nurses who are prepared to take part in 
programs of instruction and in service that 
require much more than superficial knowledge 
of these subjects. 


EDUCATION FOR TODAY’S NURSING 


One school of nursing has adapted the “Ad 
Lib” schedule for its delivery service. So 
that student nurses may get as much experi- 
ence with one patient as they choose to take 
in the course of their training in obstetrical 
nursing, the student, working with a graduate 
nurse assigned to this service, admits the 
mother and remains in constant attendance 
until she is delivered. Opinions of this method 
given by supervisors, head nurses, delivery 
service graduates, and students are favorable. 
The students find satisfaction in their ability 
to give service to a patient whose needs are 
so obvious. They may take the opportunity 
to observe the phenomena of labor and de- 
livery and to correlate these observations with 
their theoretical preparation. They are able 
to meet the requirement of “10 scrubs” at 
delivery by continuous care of several patients. 
Less flexible schedules, by breaking this con- 
tinuity of nursing, actually limit the student’s 
experience of attending patients during labor 
and at delivery. One student expressed her 
approval thus: “For the first time in our 
experience we have been given ample time 
to become acquainted with a patient, to adjust 
our care to her individual need, and to take 
into consideration emotional factors.” 

Another hospital demonstrates a different 
type of plan. On the floor given over to 
postpartal service, the hospital has set up a 
four-bed unit for the care of the mother and 
her newborn infant. In this unit a staff 
of students nurse the mother and baby under 
the supervision of a graduate nurse. The 
students serve as a team. The plan gives the 
student nurse an opportunity to observe the 
very early mother-child relations. She has 
an opportunity to teach the mother and father 
the fundamentals of care of the newborn by 


458 


demonstration and example. 


The humdrum 
experience that the student usually has in 
routine postpartal nursing is thus eliminated. 
The presence of the baby by the mother’s 
bedside is a stimulating experience for all 


concerned. One of the students said, “I 
have had a glimpse of what good maternity 
care can be. It will be interesting to see 
how much of this can be applied on the wards 
under less favorable circumstances.” 

During the spring and summer of 1945 the 
National League of Nursing Education, the 
Maternity Center Association, and the Chil- 
dren’s Bureau of the Federal Security 
Agency cooperated in a study of advanced 
maternity nursing education in the United 
States. The study, directed by Hattie Hem- 
schemeyer, resulted in recommendations that 
were accepted by the League. The recom- 
mendations have been used as a basis for the 
Children’s Bureau consultation service in the 
development of programs of advanced edu- 
cation and for the allocation of maternal and 
child health funds by state health agencies 
to universities to defray the costs of instruc- 
tion. Other advanced programs have been 
financed by the Kellogg Foundation. 

In addition to these allocations for instruc- 
tional costs from voluntary and official sources, 
state health agencies make educational sti- 
pends available to public health and hospital 
nurses to cover costs of tuition, maintenance, 
and travel for a maximum period of 12 months. 
The agencies may provide for an extension of 
this time when a period of internship is indi- 
cated. 

Last year the National League of Nursing 
Education published a curriculum for ad- 
vanced maternity nursing that represents the 
first efforts of a committee to promote the 
development of the skill and assurance de- 
sired in a clinical specialist. During the years 
of exploration in the subject of advanced 
nursing education, the experimental courses 
succeeded remarkably well in promoting 
technical competence. Methods of develop- 
ing skills as a consultant must be explored 
further. Consideration should now be given 
to potential contributions from other fields of 
professional education. Opportunities to 
practice as a nursing consultant under direct 
supervision should be given through a system 
of internships. 

In 1945 the League recommended that 
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supplementary courses in maternity nursing 
be continued until professional service needs 
can be met by advanced courses in maternity 
nursing. The emphasis that is being given 
now to the improvement of all nursing educa- 
tion is encouraging. In addition, the leadership 
of maternity nursing specialists has resulted in 
continuous improvement of supplementary 
courses in recognized educational institutions, 
and a trend toward the gradual elimination 
of other courses based primarily on service 
needs. 

Besides these progressive developments in 
advanced programs in maternal and child 
health in university schools of nursing, three 
schools of public health in the United States 
are organizing specialized programs in ma- 
ternal and child health. The programs are 
for qualified workers, including nurses, who 
wish to study the broad aspects of this field. 
The emphasis is “on the integration of ad- 
ministrative, clinical, and preventive skills, 
and with attention to current trends and 
developments in medical care.”* These special 
programs are open to students who are 
candidates for the degree of Master of Public 
Health. The instructional staff for this pro- 
gram in each school includes physicians, 
nurses, nutritionists, and medical social work- 
ers, qualified in the field of maternal and 
child health. These programs provide for 
full-time positions for nurses as members 
of the faculty of schools of public health. 

Many predictions for the future of materni- 
ty nursing education appear on the horizon. 
Of immediate interest are, first, advanced 
programs in which supervised practice in 
nurse midwifery is offered in hospitals or rural 
health centers whose clinical facilities may 
be used primarily for the instruction of nurses. 
The programs of instruction must include 
sufficient practice to develop competence in 
giving skilled service. Second, we see recog- 
nition of the need for a common approach to 
basic and advanced courses in maternity care, 
pediatrics, orthopedics, and mental hygiene, 
including the elements of these subjects for 
all nursing students. This will provide a 
valuable basis for specialization in these 
closely related fields. 

All the universities that are working with 
state departments of health, professional nurs- 





*The Johns Hopkins University Bulletin. 


ing organizations, and state boards of nurse 
examiners in the development of programs in 
advanced and basic maternity nursing are 
becoming more aware of their responsibility 
in the improvement of community health. 
They are beginning to realize that they must 
extend educational opportunities to all nurses 
in the region served by the university in order 
to meet the great variety of needs presented by 
individuals and groups engaged in institutional 
or public health nursing services for mothers 
and children. 

The members of the Nurse Midwifery 
Section of the National Organization for 
Public Health Nursing have made an out- 
standing contribution to the maintenance of 
high standards of professional practice. Re- 
lying as usual, upon your interest and ready 
cooperation, I should like to state some of 
the immediate needs for leadership in expand- 
ing and improving maternity nursing services. 
Reports from all parts of the United States 
on the volume and quality of the participation 
of general public health nurses in maternal and 
child health programs are, in general, dis- 
couraging. Public health nursing service has 
obviously decreased and in many instances the 
quality of the service is questionable. The 
fact that more women are seeking medical | 
care early in pregnancy and that more are 
hospitalized for delivery should bring about 
reevaluation of generally accepted practices 
of antepartal nursing supervision. More con- 
sideration should also be given to the tre- 
mendous importance of follow up in the home 
within the first 24 hours, if possible, after the 
mother’s discharge from the hospital. In some 
parts of the country large numbers of medical 
and nursing students are deprived of the 
opportunity to observe and to be instructed 
in the postpartal phase of maternity care 
because of the widespread practice of early 
discharge of patients. 

In 1946 the Children’s Bureau Advisory 
Committee on Maternal and Child Health 
Services, in its study of this crisis in obstetri- 
cal care in hospitals, made the following 
recommendation to the Bureau: “Hospitals 
should also consider the advisability of pro- 
viding annexes for antepartal and postpartal 
care. Convalescent care could be provided in 
these annexes for maternity patients not re- 
ceiving full professional care at the hospital.” 

Consideration and study should be given 
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particularly to the use of practical nurses and 
nurse’s aides during the antepartal and post- 
partal periods. In addition to directing nurs- 
ing service to the most neglected periods in 
the maternity cycle, the content of nursing 
instruction that is given by the generalized 
public health nurse should be improved. In 
reviewing several announcements of programs 
in public health nursing recently, I was sur- 
prised to note the comparatively small amount 
of content in theory and field practice that is 
allocated to the study of nursing in maternal 
and child health. 

Most of you have arrived at professional 
competence and nursing leadership through a 
long series of educational and practical ex- 
periences that might have been condensed 
into a shorter period of time under carefully 
planned organization and direction. It seems 
obvious that if we are to obtain an appreciable 
number of qualified instructors, supervisors, 
and consultants in maternity nursing to meet 
present and future demands, we must devise 
ways of preparing them through more eco- 
nomical use of student time and educational 
facilities. 

Increased hospitalization of maternity pa- 
tients and expanding programs of public 
health service provide ample clinical material 
for teaching all phases of nursing care. We 
need more funds, however, to develop facilities 
and prepare personnel for teaching as well as 
to give more students adequate financial as- 
sistance. We are convinced that existing pro- 
grams of advanced maternity nursing should 
be expanded in order to accept more students. 
We believe that the promotion of new and 
varied programs should not be undertaken 
without careful consideration of nationwide 
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It can be truly said that the ends justify 
the means. Happy, healthy American families 
must ever remain the keystone of our Ameri- 
can Democracy. The right to be brought 
safely into this world, the right to have a 
healthy mother to guard and protect one dur- 


and regional needs and of the availability of 
qualified teachers in excess of those already 
established in strategic teaching positions, This 
factor will require national planning within 
your own group and in collaboration with 
other groups in the profession. 

You have expressed your interest in ma- 
ternity care by coming to this meeting. Could 
all of us agree now to support actively the 
expansion and improvement of service and 
educational programs during the next two 
years? We could do this by (1) assisting in 
recruitment of qualified nurses for advanced 
preparation in this field (2) encouraging the 
study of community needs for comprehensive 
maternity care and helping to make practica- 
ble plans to meet them and (3) assisting 
in the development of nursing services to 
mothers and children as an integral part of 
any public program for complete nursing care, 

During the period that I have had the 
privilege of working with you, you have 
handled perplexing problems in unexplored 
areas of maternal and infant care most 
effectively. The way to reduce further the 
number of deaths of mothers and babies seems 
fairly clear, although more difficult to ac- 
complish as the mortality rates decrease. 
While you continue to work for this reduction 
of death rates, do not forget factors in the 
preservation of health that are more difficult 
to measure. We shall look to you and your 
professional associates to map the roadway 
ahead to positive health for all mothers and 
children. 
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ing childhood, the right to grow up in the 
secluded shelter of one’s own family—these 
are more important to our way of life than 
those sacred rights in our Bill of Rights we 
cherish so highly. 
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Health Councils and Their Potentialities 


By JOHN W. FERREE, M.D. 


OW IMPORTANT is health today? 
H Only by surveying the gigantic nature 
of the worldwide task of rebuilding— 

both in a physical and spiritual sense—that 
still remains to be done, can we realize the 
crucial need for vigorous health for as many 
as possible and at least freedom from disease 
for as many more as possible. Possessing it we 
are able to increase production, maintain a 
high standard of living, and develop individual 
and group happiness and contentment. At the 
same time we can throw some of our strength 


*f and well-being into the job of making the 


world a better place for all of us to live in. 

The public health nurse needs little re- 
minder that realization of these aims is de- 
pendent upon our ability to instill in every 
man, woman, and child the desire and the 
ability to attain and maintain his own well- 
being. It is the very essence of her work. 
To instill this desire is our ultimate goal, the 
focal point in our public health attack. The 
present ground swell for increased citizen 
participation in planning for health comes, we 
believe, from a realization and acceptance on 
the part of professional health people that this 
should be our goal. 

It is with the realization of this goal that 
the National Health Council is concerned and 
it is our conviction that local health councils 
will be prime factors in achieving it. From 
the vantage point of our work in the National 
Health Council we have had the opportunity 
of seeing a crescendo of interest in the local 
health council as the most hopeful mechanism 
yet developed for securing citizen understand- 
ing and support of our public health efforts. 
Observation of the public health picture na- 
tionally has brought home to us the need for 
such a medium and now it appears that the 
development of health councils is the very 
spearhead, the advance guard, in our public 
health progress. 
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Since this constructive development is with 
us, and the public health nursing agency, its 
staff and board, will be very much concerned 
with it, let us see just what we may expect of 
it. What is a health council and what can it 
do that will contribute to our ultimate ob- 
jectives in public health? 

One definition of a health council is “a 
cooperative agency for coordination in the 
field of health.” Another is “a banding to- 
gether of all official and voluntary health 
agencies in a community; of professional 
societies such as dental, medical, and nursing 
groups; of civic organizations such as PTA, 
the chamber of commerce, and the Grange; 
with the addition of some individuals who, 
because they represent the public in some 
special way, are competent to give the council 
the points of view of community members 
who will be served.”* A health council may 
also be called a health league, federation, or 
committee. Health councils recognize the of- 
ficial health department as the focal point of 
the community health program. 

We know that a health council can coordi- 
nate or better, integrate the thinking and 
planning of all organizations concerned with 
health and that it can do much toward pre- 
venting overlapping and duplication of effort. 
A well organized council can study the health 
needs of the area it serves; it can do so 
through appraisals and other fact-finding 
activities and thus establish a foundation for 
a sound, well balanced program of action. 
Then, based upon the needs discovered, the 
health council can develop a community health 
program related to those needs. 

Further, we know the health council can 
stimulate public interest in health problems 
and their solution. Through its representative 
membership, the council directly involves more 
people in planning and executing the overall 
community health program. Its interests in- 
clude legislation, for a council can express the 


“ 





*Lyon, Yolande. Stepping stones to a health 
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sentiments of its members in the matter of 
good or poor legislation with group strength. 

Last, but of utmost importance, the council 
can help to bring its member agencies and re- 
sources into agreement regarding the health 
education job that needs to be done and how 
each agency, individually, can contribute most 
effectively to the joint efforts for meeting those 
needs. 

These are high attainments for any health 
council. And yet, experience has already 
shown that they are attainments quite within 
the realm of achievement for an earnest, 
thoughtful group united in purpose. 


tie HEALTH COUNCIL fills two very im- 
portant needs in the development of a 
successful present-day public health program 
—the need for integration of public health 
effort and the need for increased citizen par- 
ticipation in the public health program. The 
first—the need for integration—is particularly 
important. The growth of specialized ap- 
proaches to health problems of heart disease, 
cancer, tuberculosis, and others has been an 
outstanding development in public health. In 
the past, the work of these special service 
agencies was limited almost entirely to meeting 
the needs of their particular fields. Any 
common planning was carried out informally. 
With the growth of national health agencies, 
their wide geographical distribution, and their 
increased volume of work, came a need for 
more formal cooperative planning. Besides, 
there were many general health objectives and 
services that could be promoted best by all 
the health agencies through a common me- 
dium. 

It was an early recognition of this grow- 
ing need that led to the formation of the 
National Health Council. Today it is the 
medium through which 22 national health 
agencies, including the National Organization 
for Public Health Nursing, work and plan to- 
gether, insofar as it is possible, for the better 
health of the people. 

A parallel development has been taking 
place on a state and local plane. Here, too, 
there has been a phenomenal growth in the 
number, distribution, and services of local 
health agencies. In this area, thoughtful 
citizens are concerned about wasteful duplica- 
tion of effort and lack of common planning 
for an integrated program of community 
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health. As a result, health councils have been 
developing in many communities throughout 
the country as tools for bringing together the 
chief elements involved in the public health 
program and for securing maximum results 
for efforts made. 

The second need—that for increased citizen | 
participation in the planning and execution of 
the public health program—can also be met 
by the health council. Originally health 
councils began as a meeting ground for pro- 
fessional public health and medical people and 
many still retain that characteristic. How- 














ever, the keynote of their present development, 
both national and local—is wider citizen par- 
ticipation . . . a more direct involvement of } 
the non-professional. The membership of the | 
22 national health agencies in the National | 
Health Council, for instance, is augmented by 
individual members-at-large. On a local level, 
health councils are being organized more and 
more as organizations with broad representa- 
tion—from all who have a legitimate interest 
in and can make a contribution to health 
planning and accomplishment, rather than as 
a council of health agencies alone. 

The fact is that this trend has developed 
because public health has progressed as far as 
it can without broader public participation. 
Even in the past far-sighted public health 
administrators have realized that the success 
of a public health program for all the people 





is dependent upon the interest and support off 
the people they serve. 

As long as we were concerned with safe 
water supply, sewage disposal, safe food sup- 
ply, and sanitation problems, we could get by 
with a passive or sporadic public interest. The 
citizenry could delegate most of these tasks. | 
Today, we are trying to do something about | 
diseases that require individual action. A per- 
son must take positive affirmative action if he 
is to protect himself from cancer, for instance. 


Not only must he respond to appeals for funds h 


for cancer prevention work; he must arise| 
from his chair and take himself to his physi- | 
cian or to a cancer detection center. And s0| 
it is with most of the diseases which are in the) 
ascendant today. The people must be active 
participants in the measures for their protec- 
tion. 

With a broad representation, the health 
council can directly involve and motivate 4 
large number of the public concerning theif 
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Through the health council, 
not only professional medical and nursing 
groups, voluntary health agencies with their 
citizen boards and committees, and official 
health agencies with their citizens’ advisory 


own problems. 


committees, but also consumer groups come 


' together to integrate their individual efforts 


and to plan and execute together the programs 
which will yield the highest results in improved 
community health. 


HE HEALTH COUNCIL is in a position to meet 
fier challenges facing public health work- 
ers today. The most serious of them is the 
state of local health services. It is safe to 
assume that the greatest single lack in our 
public health structure is the solid foundation 
of full-time, professionally staffed, and ade- 
quately financed health departments. 

All over the country we have, through the 
voluntary health agencies, a wealth of facilities 
for service and education in the various dis- 
eases even in places where basic health 
services are at the barest minimum. Congress 
is appropriating large sums for heart disease, 
tuberculosis, venereal diseases, cancer control, 
and maternal and child health. Yet, over 
wide areas, we lack local health departments 
so staffed and financed that they can carry 
out effectively the purposes for which these 
grants in aid are made. 

How can we hope to realize the tremendous 
potentialities of the great specialized health 
programs until we have provided the minimum 
basic services and structure commonly ac- 
cepted as the right of every citizen? 

Even when such a health department exists 
there is usually need for an extension and im- 
provement of the quality of its services. So 
important is this challenge that the National 
Health Council has set as its first order of 
business the promotion of state and local 
health councils. And it sees as the first job 
of a local health council a united effort to 
secure more complete and more efficient public 
tax-supported health services. 

Here the voluntary agencies have an un- 
paralleled opportunity to make a lasting con- 
tribution to the health needs of the com- 
munity. By joining hands in the important 
endeavor in behalf of full-time health depart- 
ments and furnishing a rallying point for all 
health interests, a council can come into being 
where it has not already done so. Where a 
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health council and a health department are 
already established, the former can give heart- 
ening continuous support to the latter. 

It is doubtful that there is a health depart- 
ment in existence that couldn’t do with more 
of the support that health councils can give 
and with some of the things health councils 
could bring about—adequate financing and 
better interpretation of its work. Certainly 
more of them would do a better job if they 
were housed in more decent quarters, con- 
veniently located, and properly equipped. 

Constructive efforts on the part of the 
health council to increase the prestige of the 
public health worker to a level consistent with 
others of similar training would, I believe, have 
a salutary influence on the personnel problem. 
Today, this lack of prestige is a formidable 
drawback in obtaining sufficient personnel to 
staff the formation of effective health depart- 
ments. 

This brings us to the second challenge of our 
times in public health—the great need to do 
something about the personnel problem. How 
can we bring to this field a body of trained 
men and women equipped to render modern 
public health services? 

The tendency at the present time is to 
shorten the productive years by requiring 
years of training at one end and by requiring 
retirement at an earlier age at the other. The 
result is a constantly decreasing supply of 
manpower in the field. Add to this the keen 
competition with other occupations in our 
complex society and the rapidly expanding 
demand in the field of health and we have a 
situation that we can hardly afford to be 
complacent about. 

Because of the shortage of all categories of 
public health workers, many administrators 
are reluctant to proceed aggressively toward 
promoting more health services. We cannot 
allow this to halt progress toward our goal of 
the best possible health for the greatest 
number. 

Along with salaries, prestige, and security 
of office commensurate with the contributions 
made to society by the health worker, we must 
supply another important ingredient all too 
often missing. That ingredient is the satisfac- 
tion—the inner glow—that comes from active 
participation in the establishment of policies, 
the planning of program, and an occasional 
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By LOUIS A. SCHWARTZ, M.D. 


in its earnest attempt to create more 
favorable conditions for people and a 
happier and healthier adjustment to life. The 
goal is elusive and it involves a newer orienta- 
tion to attack age-long problems. In the 
eighteenth century a more equitable means of 
dealing with political questions—and the con- 
cern about representative government—taised 
the hopes and aspirations of man to bring 
about a better life. Of late a good share of 
human hope for such progress has been in- 
volved in the possibilities of education. Al- 
though much has been accomplished with 
education, the results have not fulfilled the 
ambitions of its strongest supporters. Mental 
hygiene offers the possibility of relieving the 
tensions and frustrations of a chaotic world. 
Consider for a moment the magnitude of 
the problem. Approximately one half of all 
the hospital beds in the United States are 
devoted to the care of patients with mental 
disorders. One third of the total casualties of 
World War II are the results of neuropsychi- 
atric disabilities. One in ten is destined to 
suffer from a disabling emotional condition. 
One half of all the deaths in the United States 
are due to fatal accidents and diseases of the 
cardiovascular system in which the strain and 
stress of modern life play a great part. Ap- 
proximately one third of marriages result in 
divorce or separation. Yet with the advances 
in preventive medicine, life expectancy is in- 


Te ESSENCE OF mental hygiene lies 
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creased to approximately 70 years for women 
and 65 years for men, which creates further 
responsibilities and problems of family life. 
Facilities for hospitalization of the mentally 
sick are grossly inadequate, yet modern meth- 
ods of therapy for the psychotic enable pa- 
tients to return to family life during remis- 
sions or improved sufficiently to assume their 
social obligations and responsibilities. With 
the overcrowding of families due to inade- 
quate housing facilities, the psychological 
hazards inherent in keeping the child in con- 
tact with a mentally sick parent become 
obvious. The disintegration of modern family 
life becomes manifested further by the rise of 
juvenile delinquency rates and the recent re- 
appearance on the social horizon of the juve- 
nile “gang.” Further, when one considers the 
emotional factors prolonging convalescence or 
the frequency of illnesses in which no organic 
basis can be found, one can scarcely ignore the 
role of emotional conflict in disease. 

The public health nurse is on the front line 
of defense as she is the first person to repre- 
sent society’s responsibility in the initial con- 
tact with the family even before the teacher 
or social worker. Physical illness may be the 
tangible and specific presenting problem to 
the nurse, yet there may be deeper distressing 
attitudes preventing cooperation in accepting 
treatment recommendations. Mental hygiene 
in its concern with the prevention of disease 
is eminently practical and deals with facts. 
Many of the organic and functional illnesses 
are undoubtedly preventable. Social attitudes, 
however, interfere with the use of early treat- 
ment methods since there is a universal feeling 
of shame and disgrace associated with mental 
illness. This causes the person to delay 
treatment until frequently it is too late. With 
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blic health education the present situation 
could be overcome and if individuals would 
seek help earlier, adequate therapeutic meas- 
ures could be instituted, effecting a cure. 

As the mental hygiene movement developed 
it was inevitable that attention should be di- 
rected to the problems of childhood. It has 
become increasingly evident that not only is 
childhood the “golden age” for mental hy- 
giene, but that the influence of parents is in 
most instances predominant in shaping the 
life of the child. The idea of helping children 
and parents in their home contacts together 
dates back to the primitives, in whom it was 
understood that the child had to accept early 
the social responsibilities of the mature indi- 
vidual. Ancient philosophers also recognized 
the large place family association had in the 
development of character. Before the emer- 
gence of the mental hygiene movement, the 
physician and minister divided between them 
the responsibility for parenthood guidance. 
From the intimate contacts with the com- 
munity, the family physician usually proved 
awise counselor. Since many of the problems 
were ethical in their expression, the minister 
was looked to for help by parents. The first 
distinctive application of science to the prob- 
lems of childhood and family life appeared in 
the movement to conserve the physical welfare 
of infants. Within the past 25 years medical 
science found its greatest triumph in preven- 
tive work along the lines of child care and its 
effective effort expressed itself in public health 
departments which concerned themselves with 
the physical protection of children. 


ip EARLY beginnings of mental hygiene 
dealt with the structural causes of mental 
malady. Now the emphasis has been directed 
to the larger problem of functional and non- 
organic disorders. Dynamic psychology has 
turned the investigation toward the inner life 
of the neurotic in an effort to discover the 
cause of mental disease. What has been dis- 
missed until relatively recently have been the 
ravings of the insane and the dreams of those 
suffering from a mild form of mental disorder. 
These now have become the object of investi- 
gation to acquire insight as to the causes of the 
various forms of mental trouble. These tech- 
nics then. bridge the chasm that previously had 
existed between the insane and those who were 
thought of as sound-minded individuals. The 
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sharp line separating the normal from the 
abnormal has thus faded away. The convic- 
tion grew that the psychological keystone was 
really to understand human behavior and the 
mechanisms existing within the personalities 
of those with proved mental disorders which 
are also found in a milder form within the 
group of healthy minded persons. So with the 
searching of the human personality for the 
causation of mental disorders, the significance 
of childhood became more impressive. This 
was followed with the concept that the parent 
was involved in the field of investigation, since 
the child’s problems were most often the con- 
sequence of an environmental situation in 
which the father or mother occupied the most 
prominent place. Since the interpersonal re- 
lationships rather than the disease-entity ap- 
peared as the problem, the task of bringing 
about the patient’s graduation from family ties 
became paramount. The personality had to 
be studied in the experiences of life itself. It 
became inevitable then, that as in other medi- 
cal specialties, the mental hygienist should feel 
the same impulse to prevent rather than to 
cure. If the early life situation of the child 
is badly handled by the parent, this can be- 
come a fixed source of trouble for the adult in 
his later coping with life. Therefore, the con- 
summation of mental health depends upon the 
wholesome interplay of family members and 
requires a wise parental policy and under- 
standing. 


Ww" THE increasing stress of modern life, 
changes in economic standards, and dis- 
integration of the home, the resulting in- 
security has exacted its toll upon the human 
personality. Family discord is frequently the 
basis for maladjustment of the child who 
reacts to the emotional interplay of the dis- 
senting parents. The family unit permits each 
personality to express his dissatisfaction fully, 
often at the expense of one of the other 
members. Discontentment and the frustration 
of experiences outside of the home become 
reflected into the intimate family relationships. 
Thus the lack of working satisfaction at a 
monotonous factory job could affect the 
father’s attitudes within the family, making 
him irritable and embittered. The unsatisfied 
strivings of disappointed parents were found 
to produce insecurity and maladjustment in 
the child. The perpetually adolescent mother 
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who keeps her children emotionally young for 
herself, the mother who places her offspring 
under a shackling burden of gratitude by her 
overprotection, or the mother who sees her 
husband’s objectionable characteristics in her 
son and so “takes out” her unexpressed resent- 
ment and hatred for the father on the unsus- 
pecting boy, can be mentioned as a few 
examples of this. On the surface the ap- 
parently causative factor may seem insignifi- 
cant, yet on closer scrutiny it finds origin in a 
more significant and deeply lying interaction in 
the family. How an individual reacts to his 
life experience is conditioned largely by the 
childhood relationships with the people with 
whom he was most intimate—his parents. The 
mother who gives vent to emotionally charged 
disappointment at failing to guide an adoles- 
cent’s misdirected but natural tendencies 
merely indicates her own earlier conflicts in 
dealing with similar problems. The adult 
draws upon his own habitual childhood be- 
havior patterns as an unrecognized guide in 
dealing with difficult and unaccustomed prob- 
lems, especially childhood deprivations, and 
this often results in compensatory drives for 
personal satisfaction. The child acts as a “re- 
lease” upon which the parent can project his 
disappointments and failures, or on the other 
hand the parent can find a haven for these 
disappointments by “reliving” his life with 
that of his offspring. Yet withal, the family 
is the logical place to iron out one’s difficulties, 
but not at the expense of another member. 


OW WHAT ARE the steps that should be 
N taken in producing a state of good mental 
health in the child? By good mental health 
in childhood we mean the ability of the child 
to develop and assume his responsibilities, to 
enjoy good physical health, and to grow up 
emotionally. The essential and fundamental 
need in acquiring mental health is the security 
of the child in the home. A child is born de- 
pendent upon his parents for warmth, protec- 
tion, food, and security. A child instinctively 
responds to the bodily pleasures brought about 
by food, warmth, and comfort. Recent con- 
trolled observations made on babies removed 
from the tender loving care of their mothers 
and placed in modern, scientifically regulated 
but impersonal children’s institutions show 
regression in motor development and retarda- 
tion of intellectual responsiveness of infants 


so placed. These infants became apathetic and 
showed nutritional difficulties when removed 
from the intimate contact with their mothers, 
As the infant grows older, curiosity, suggesti- 
bility, love of approbation, desire of imitation, 
and attempts to demonstrate his powers are 
naturally endowed characteristics. This secur- 
ity is a satisfying state and many youngsters 
do not wish to give up their dependency. The 
child should be encouraged to grow up and 
assume a certain amount of responsibility such 
as taking care of his clothes, participating in 
duties about the home, dressing and feeding 
himself, and the like. A child should be 
praised for deeds well done. Nothing gives 
him more satisfaction and encouragement than 
this praise. When a child is not given recog- 
nition and the proper amount of love he may 
seek these by bidding for attention, by being 
naughty, and by projecting himself into the 
limelight through misbehavior. A child should 
have proper companionship, for if he is in con- 
tact with adults too much he loses the advan- 
tages of development found in the play-life of 
children his own age. Play to a child is a 
method of learning social adaptation—a give 
and take relationship with others. Play de- 
velops the muscles and senses in the ages of 
two to three; later from three to six it lays the 
foundation for imagination; from six to twelve 
play gives the basis for self-confidence and 
teaches the child loyalty and teamwork. 
Constructive play fulfills the child’s innate 
desire for achievement and gives him the 
ability to work with his mind and hands. In 
group play the child unconsciously shares 
common interests. 

The human embryo recapitulates the physi- 
cal history of the animal species. So the inner 
life of the child, when born into the world, 
carries with it the archaic pattern and instincts 
of the animal kingdom and that of his own 
species—his racial heritage. The newborn 
manifests his sucking instincts first, to satisfy 
hunger; he avoids painful stimuli; he responds 
to pleasurable sensations. Children are akin 
to the primitives who believed in gods, de- 
mons, and magic. Their phantasy power, 
their credulity, their ready acceptance of 
mythological beings are image reflections com- 
ing up from those deeper levels of the primitive 
past. The imaginary conversations and day- 
dreams furnish the material out of which they 
can compensate for failures. They also fur- 
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nish a haven for retreat when reality becomes 
too difficult; and also can become the basis 
for schizophrenic delusions. Undesirable asso- 
ciates, sensitivities about bodily defects, un- 
favorable rivalry, can all be eliminated by this 
flight from reality. Fears, hates, rebellion, all 
find outlet here. It is in these early years of 
life that habit patterns, attitudes, ideals, and 
attributes of personality are ingrained. The 
child is essentially an anti-social being who 
attempts to dominate his environment to gain 
attention. He often is in a position of hatred 
for the world about him. This hate may mani- 
fest itself as obstinacy when it cannot be ex- 
pressed. He may react with stubbornness if 
his pleasures are disturbed, or the stubborn- 
ness may be hidden by an excessive docility. 
Defiance of authority and active retaliative 
measures are set up when the environment does 
not let him express his inherent desires in a 
socially acceptable manner. 


T IS WHEN the child enters school that a 
| number of such difficulties arise. In the 
first place, the child is now on a competitive 
basis and instead of playing an important role 
in the spotlight, as he may have in his own 
home, he is now one of many. He may desire 
to gain attention by being a bad boy. His 
temper tantrums may represent his retaliation 
to exhibit his thwarting in an explosive out- 
burst. Such behavior raises the question as 
to how to discipline. Discipline should be 
used in an attempt to correct the child in 
performing acts which may menace either the 
well-being or happiness of himself or others. 
Often a child is punished ‘because he failed to 
understand what was wanted of him. Some- 
times a parent may discipline a child to relieve 
his own dissatisfaction and bad temper. Some 
mothers hold forth the menace of “wait until 
your father gets home.” This is unsatisfactory 
because it delays the disciplining and the child 
loses the connection between the punishment 
and the reason for it. If punishment is to be 
effective the child should be told of his mistake 
at the time and the reason as to why he is being 
punished. Depriving him of some great 
pleasure is usually an effective disciplinary 
measure. Acceptable and serviceable habits 


should be the result of employment of satis- 
factory disciplinary measures. A child should 
be given a task which is suited to his age. 
Unless this is done there may be a failure in 
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Confusion should be avoided by not teaching 


‘the child too many things at the same time. 


A pattern of reacting or habit may result by a 
few repetitions of an act which the child de- 
sires himself. 

Sometimes the basis for behavior problems 
in childhood may be found in the organic ap- 
proach. However, we must not treat the dis- 
ease alone, but the personality of the patient 
in whom the disease exists, both of which are 
inseparable. From this point of view we may 
classify behavior disorders in children accord- 
ing to the actual disease itself, the deformity 
resulting from the disease, and what might be 
termed physiologic imbalance. Gross organic 
pathology may cause inner psychic difficulties. 
We must recognize the psychological con- 
comitants of organic disease. A child with a 
physical deformity may be sensitive and ex- 
cessively shy on account of his deformity; or 
in epilepsy, personality changes often exist; or 
a child may be babied or ‘infantilized by his 
mother during the treatment of a skull injury. 
When a child almost dies the mother has a 
greater tendency to over-protect the child. 
There are many characteristic mental attitudes 
specific for certain physical conditions. For 
example, a patient with pulmonary tubercu- 
losis may often feel excessively optimistic, 
since he may present a false picture of health. 
In other words, the symptoms may be far out 
of proportion to the seriousness of the organic 
condition. Physical defects in sight and hear- 
ing often produce personality problems. Chil- 
dren with defective hearing may have ideas of 
reference, namely, that people are talking 
about them, because they do not understand 
what has been said. Endocrine disorders may 
cause psychological handicaps, such as the 
mental dullness associated with hypothyroid- 
ism. Often cerebral birth trauma may be 
responsible for clumsiness and slowness of 
movement in a child, which may make him 
sensitive and a truant from school because he 
cannot keep up with the other members of his 
class. The limitation of time prevents a 
complete review of all the possible psychoso- 
matic implications. 

Child research has brought out many in- 
teresting phenomena of behavior in which it 
is futile to attempt clearly to demarcate a 
range of normalcy. We try to make a pre- 
diction on the basis of the relations of the 


various factors observed. A great deal of 
information as to mental growth of children 
has been found by such studies, particularly in 
the work of Gesell. It is wise to keep in mind 
the wide variations between babies’ develop- 
ment in order to avoid forcing children when 
they fail to come up to preconceived standards. 
The wise procedure is to furnish a simple free 
environment where the baby may have ample 
opportunity of obtaining what his developing 
impulses and needs require. There are differ- 
ences in the quality as well as in the quantity 
of children’s achievements. 

Mental hygiene tends to free the individual 
from the crippling domination of instincts, 
which by their operation impair the power and 
possibilities of the individual. Instincts which 
we all have are the tendencies, the sum of 
which determine our conduct. The types are 
self-preservative, the ego urge, which aims to 
dominate the environment, and the race- 
preservative instincts. The individual de- 
velops through new interests aroused by the 
creative instinct. The stages of instinctual 
development are first from one to five years 
when all instincts are yielded to. Self-interest 
at this period is so great that others are dis- 
regarded. Conflicts with other children are 
valuable in that they build up concepts of 
others. Conduct at this time is self-centered, 
unashamed, cruel, amoral, and anti-social. 
The normal course of development of a child’s 
affection is connected with sensations from 
various parts of the child’s body to bring 
about bodily comfort and satisfaction. Then 
there is a beginning of object love, the ex- 
perience of desiring and of having an affection 
towards some object or person in his environ- 
ment. This is the most important period of 
all. In the period from five years to puberty 
these frank instincts become repressed. What 
before has been pleasure through curiosity 
now furnishes disgust, caused by the adult 
reaction in the environment. At puberty 
sexual instincts again become apparent and 
demand recognition. Higher aims when 
blocked in their expression turn back and seek 
lower levels of expression which in the earlier 
period served as an outlet. This is called 
regression. Maturation is symbolized by de- 
veloping interest in the opposite sex. Sub- 


limation in social activities, parties, and the 
like develops reactions which fit youth for 
courtship, love, marriage, and parenthood. 
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Certain pronounced emotional reactions of 
youth unduly emphasize this period which is 
a natural continuous development from child. 
hood to manhood or womanhood. 


ge US Now turn our attention to the appli- 
cation of some of these principles of mental 
hygiene to public health nursing. First and 
foremost is the emotional significance of the 
nurse’s relatedness as a personality to the 
families she is working with. The degree of 
sensitivity, understanding, and ability to es- 
tablish a good relationship with her patients 
will determine to a large measure success or 
failure in her efforts. The public health nurse 
stands in an authoritative position by reason 
of her identification with regulations which 
can be imposed by society in the light of pub- 
lic good. The use of an authoritative attitude 
can only arouse antagonism and defensiveness. 
Authority may perfect external order but it 
also suppresses cooperation and cannot de- 
velop a sense of responsibility in the patient 
if resentment is created. Needless to say, the 
application ‘of such principles involves a 
knowledge and capacity to use community re- 
sources, such as the visiting teacher, social 
agencies, clinics, and psychological services. 
If the nurse is aware of the symptoms of in- 
cipient psychosis, by a friendly and tactful 
relationship she can do much in bringing about 
early referral to a specialized treatment 
agency. In this sense her duty is that of a 
liaison officer. 

She can do much indirectly in interpreting 
preventive work through educational effort, 
motivational technics, and modification of the 
environment. If the nurse sees disease only in 
its organic manifestation and does not appre- 
ciate its setting in human attitudes and within 
the patient as a whole, she may miss the oppor- 
tunity to bring effective therapy. Appreciation 
of emotional factors can do much in helping 
a distraught and confused mother to clarify 
her thinking and to do something about her 
situation. Objectivity and a sense of security 
within the nurse herself are requisite since the 
patient senses intuitively a feeling of accept- 
ance. Critical attitudes due to differences in 
morality or culture in which the individual 
fears rejection interfere with treatment. One 
should not be too discouraged if resources are 
not available. The community might start 
where it is and build upon what it already 
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has. A necessary amount of understanding 
comes from specific training, yet the current 
literature on mental hygiene is readily avail- 
able. The public health nurse should appre- 
ciate not only the social pathology as she finds 
it, such as bad neighborhood influences, or 
effects of poverty, but sense its specific mean- 
ing for an individual who lives under these 
conditions. 

A sympathetic acceptance with insight and 
tolerance should be attempted for those who 
appear antagonistic and belligerent. If the 
nurse reacts with counter-hostility an impasse 
is soon reached. ‘This implies stability to 
withstand the aggressiveness frequently met 
with. An appreciation of beginning symptoms 
of mental disease such as seclusiveness, with- 
drawn behavior, over-sensitivity, excessive 
day-dreams, should alert the nurse as to fur- 
ther diagnosis and treatment. The public 
health nurse should be able to sense specific 
learning disabilities which may have gone un- 
recognized in the school, especially in the 
earlier grades, and should have some aware- 
ness as to the vocational training possibilities 
available for adolescents. 

The operation of a mental hygiene unit 
traditionally requires the services of the psy- 
chiatric social worker, psychologist, pediatri- 
cian, and psychiatrist. How problems are met 
with specifically depends on the resources 
available in a given community. The vigilant 
public health nurse may be forced to do the 
best she can in meeting situations which will 
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tax her ingenuity and patience where there are 
limitations for resources for referral. Caution 
must be observed as to the limitation of advice. 
Good advice may be met with distrust, particu- 
larly by the emotionally unstable. Only in- 
sofar as the facts fit into the picture for the 
individual are they effective. The nurse needs 
the capacity to appreciate that behavior may 
be symptomatic or regressive. She should 
know it is not necessarily to be taken at face 
value, but to be seen in proper perspective. 

The accomplishment of the positive ideals 
of mental health depends in many ways upon 
the reorganization of society itself. To ad- 
vance extensively, mental hygiene must also 
await the accomplishment by society of a 
better adjustment of the social order to human 
nature. These aims can be accomplished, as 
other progress has been accomplished in the 
past in democratic society, only on the basis 
of a general advance of citizens in the level of 
understanding. Mental hygiene, in its present 
stage of development, resembles many other 
aspects of social welfare in placing the fullest 
measure of responsibility for progress upon the 
agencies for public enlightenment. Even 
though the process seems slow it is an inspiring 
fact that modern dynamic psychology, through 
the application of the technics of mental hy- 
giene, has given us some glimmerings of the 
possibilities of improved human relationship 
and more wholesome social living. 


Presented at a meeting of the NOPHN at the 
Biennial Convention, Chicago, Illinois, June 1, 1948. 
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Preparation for Mental Hygiene Aspects 
of Nursing 


By RUTH GILBERT, R.N. 


HE IMPELLING nature of the nurse’s 
7 responsibility in the prevention of mental 

illness derives from several factors. First, 
the extent and acuteness of the problem of 
mental illness demand the attention of nurses 
because we are committed to nursing the sick. 
Second, it is a fact that nurses often are in a 
strategic position to give appropriate help in 
preventing the spread and the deepening of 
illness. This is, in part, because there are so 
many of us, which means in turn that a very 
large number of individuals and families come 
within the reach of nursing services. In ad- 
dition, we can come close to individuals and 
families at times when special opportunity 
exists for helping healthy family relationships 
and patterns of behavior to develop. We 
work with people not only at times of difficult 
crisis or acute illness, but also during periods 
that can be happy ones and during seemingly 
uneventful stretches of weeks and months 
which, however, are the very periods during 
which the daily routine and relationships 
print a pattern of living deeper and deeper 
on the personalities of those involved. For 
example, the nurse in the hospital, where 
the great majority of babies are delivered 
in this country, has much to do with the first 
meetings of mother and newborn baby. The 
nurse in the community outside of the hospital 
works with the baby and the family during 
that infancy period when the baby’s daily 
experiences and the feelings of those about 
him help to determine whether he gets on with 
comparative ease later, or with difficulty. In 
other words, not only can we help people 
to regain their equilibrium, but we may be 
able to some extent to keep them from losing 
it in the first place. 
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A third aspect underlies our growing reali- 
zation of the appropriateness of this demand 
upon nursing. Dr. Louis Schwartz, Dr. Paul 
Lemkau in addresses and in writing, Dr. Kent 
Zimmerman, and others whom you could 
name, as well as organized effort through such 
agencies as the United States Public Health 
Service, stress the help which the nurse can 
give in prevention of mental illness and per- 
sonality disorders. But in addition to this, 
we as nurses gradually have been realizing 
that we are unable to carry out any part 
of our nursing service effectively and satisfy- 
ingly to ourselves, unless we work at all 
times with as much understanding as possible 
of human behavior. This is true not only 
of direct nursing service, but of supervisory 
and administrative practice. 

In saying this, we are accepting the premise 
which is familiar and increasingly realistic to 
us, that the physical and the emotional are 
always tied up together. 

The purpose of this paper is to discuss some 
ways of preparing ourselves further in this 
aspect of our work. 

We should say before we go any further that 
an interest in people and wisdom about the 
ways of people are not new in nursing. Much 
of this wisdom, however, has been a posses- 
sion of the individual nurse, and has not been 
in form which could be transmitted to other 
nurses except by direct example. What is 
much more recent is the probability that 
enough useful theory and clinical experience 
having to do with human behavior now exist 
so that we can learn quite a bit of it. Also, 
methods of working with people have emerged 
from such materials, a number of which are 
appropriate to our function as nurses. Some 
of these methods are sufficiently crystallized 
so that they can be taught and learned, and 
used to good effect. 

It takes some courage to make the last 
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statements so definitely, for this implies that 
they can be amplified in a satisfactory way. 
What is that knowledge; what are those 
methods; and where do we get them? We all 
know that the answer to the last question 
would have to be to the effect that our 
progress will be uneven, more rapid in some 
places than in others. We have to think and 
plan along such realistic, practical lines as 
further incorporation of these ways of work- 
ing into the curricula of schools of nursing 
and into the requirements of state boards as 
appropriate; in-service educational programs; 
teaching programs strategically placed about 
the country; incorporation of these ways of 
working into the policies and administration 
of community health agencies, including 
hospitals; and increased leadership in the 
specialized field of mental hygiene in nursing, 
at least until we have made further progress 
in the acquisition and use of these materials 
and methods. 

In partial but more specific answer to these 
questions, I would like to try to organize the 
material which follows under two main head- 
ings: first, what the nurse needs to know, and 
second, what she needs to be, in order to 
work as effectively as possible with people. 
The “people” with whom we have most of 
our professional contacts are patients and 
families individually or in groups; co-work- 
ers, in staff, supervisory or administrative 
relationships; interested members of the com- 
munity; and members of other professions. 

It is perhaps natural that when the need 
for knowledge is mentioned, many people, 
perhaps the majority of us, may feel at once 
that a new educational éxperience such as a 
course or courses is implied or is necessary. 
It is quite true that such courses would be 
stimulating and helpful to us, and that read- 
ing, especially guided reading, would be 
valuable. On the other hand, it would seem 
logical to make a practice of examining our 
own present store of knowledge as individuals. 
Often we know more than we think we know, 
or, it might be more accurate to say that we 
do not use all we know. It is interesting that 
we seem to regard “knowledge” as a large 
entity; a big, whole something that we feel 
we probably do not possess. We do not regard 
or add to other possessions in that way. For 
example, if we feel we need one or several 
new dresses, we usually examine the clothes 
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we now own to decide what we need or would 
like, in relation to what we have. It is pos- 
sible that we are somewhat over-anxious about 
the state of our knowledge, and this is under- 
standable enough in view of the fact that from 
our early days in the nursing school to the 
present we have been confronted with grave, 
difficult situations which demand knowledge— 
more, sometimes, than we could muster. 
Sometimes we have been sufficiently hard- 
pressed so that we have tried to adopt the 
philosophy that “common sense” can take 
the place of knowledge and the application of 
it. We could perhaps help ourselves by look- 
ing at knowledge in a somewhat different way. 
It is true that what we know and feel merge 
into a more or less habitual point of view. 
Nevertheless, we never are called upon to use 
all of our knowledge at any one time. A small 
part of what we know comes into consciousness 
in answer to a specific situation. Unless that 
situation is a true emergency, we then have 
opportunity to look at that piece of knowl- 
edge and to see whether or not we still think 
it valid, and whether it now appears appropri- 
ate in the given situation. We examine it espe- 
cially carefully if we are about to pass it 
along to someone else—for example, a pa- 
tient. 

One can run through all of one’s vocabulary 
in despair, looking for a word which will 
make clear and vivid the satisfying nature 
of a piece of knowledge which seems sound and 
fits a specific nursing situation. The word 
“real” perhaps comes near it. This is a 
word the anthropologists and sociologists use 
in describing an actual cultural pattern or 
way in which a group of people actually be- 
have, in contrast to what is called “average 
behavior” which probably represents the total 
behavior of few individuals. If we can feel 
that our knowledge, as we pull it out and use 
it professionally, is “real” to us in a given 
situation, even if we are aware of limitations 
in it, probably we have gone a long way 
forward in productive work with people, in 
a way that refreshes our nursing practice as 
a whole. 

This matter of whether or not our material 
is “real” to us may have a more basic relation- 
ship to our work with all patients, but es- 
pecially our health teaching, than we are 
aware. Recently, in a group discussion, a 
number of examples were cited of so-called 





advice which the nurse customarily gives the 
patient, but which, as was brought out, she 
does not follow herself; nor, if she is raising 
a family of her own, does she always practice 
what she preaches with her own family. For 
example, we cited some illustrations from our 
work in nutrition. Do we then actually be- 
lieve in the validity of all of the materials we 
teach? In the same way, are we actually 
convinced of the validity of all of the agency 
policies which it is our responsibility to carry 
out, subject of course to the compromises 
which community conditions may necessitate, 
and can we therefore carry out these policies 
with patients and other professional groups 
effectively, and, to repeat, realistically? 
There is a section from The Cultural Back- 
ground of Personality by the anthropologist, 
Ralph Linton, which may have bearing on this 
possibility—that some of our health teaching 
—perhaps our most treasured areas of in- 
formation of which we have felt so sure that 
we have not re-examined them recently—has 
become somewhat stereotyped and may not 
be “real” and applicable in the situations 
where we try to use them. Dr. Linton sug- 
gests that in addition to actual culture pat- 
terns, or ways in which we behave, people 
have built up ideal culture patterns—or ways 
in which we think we should behave, or think 
we are behaving. He says that the more 





crystallized and formulated these ideal ways. 


of behaving become, the less they seem to 
resemble the ways in which we actually do 
behave. It is perhaps not too farfetched to 
say that we may have learned some of our 
lessons in nursing too well—to the point 
where such procedures or health teaching are 
regarded as truths in themselves, rather than 
as being useful only when they can be used 
appropriately in a given situation. 

If, then, we use the nursing knowledge we 
now individually have in as “real” a way as 
possible, I think we find that we increase the 
effectiveness of our present equipment, and 
that we have considerable equipment. 

In addition, however, we agree that we 
need more preparation than we now have. 
Also we want to insure that our schools of 
nursing prepare their graduates increasingly 
well in the future for this aspect of our work. 
It may be that in doing the latter we shall 
find a partial answer—though certainly not 
the whole answer—to the apparent fact that 
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the “dedication” to nursing which was 
characteristic of nurses in the past has gone 
to a considerable extent, and that we may 
not have found, as yet, something satisfying 
and valid to take the place of that attitude 
in enough instances. 


| AM GOING to suggest some areas of know 
edge in which the nurse should increasingly 
feel at home if she is going to carry out her 
function as described. 

First, she needs to know how a personality 
develops in the setting of his family from 
the time the individual is born. This im- 
plies knowledge of the ways in which the 
various members of the family can balance 
and supplement each other, and how they can 
contribute to the needs of the baby and the 
young child, according to the stage of his 
growth. Imbedded in this is the knowledge 
which our profession needs so specifically, 
namely the meaning to fhe baby of the way 
in which his daily care is carried out. This 
area of knowledge can be called the area of 
personality structure. In this connection, we 
can be given also a knowledge of how wide 
the spread of the “normal” is and be helped 


to strengthen our ability to recognize and | 


describe signs of health—emotional and physi- 
cal. Although I would like to reserve dis- 
cussion of the nurse’s own attitudes until a 
little later, we realize that material of this 
nature helps us to gain insight into our 
own feelings and relationships—most of which 
are, we hope, within the range of the normal. 
Knowledge of the physiological maturation of 
the infant and child comes in this area of re- 
lated materials to be used in combination with 
knowledge of the child’s emotional growth. 

In spite of the frequently mentioned “dif- 
ferent schools of thought” regarding personali- 
ty growth and structure, I think this is one 
of the large areas where material is well 
enough defined so that it can be taught us in 
a useful way. Schools of nursing are at- 
tempting to bring “normal psychology” into 
the curriculum early in the experience of the 
student nurse so that this material can help 
her from the beginning of her training to 
have better understanding of herself and can 
underlie her work with patients on all services. 
But this material can fail to meet its purpose 
unless it is well taught, both as to broad con- 
tent and as to method of teaching. Instructors 
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who are giving these courses in our nursing 
schools now may well have a profound enough 
sense of this responsibility without the point 
being labored here. 

It is natural that those of us already in the 
field should have more difficulty in finding 
ways for learning this material. We are more 
scattered and are not automatically part of an 
educational institution. If we are adminis- 
trators, supervisors, or specialized consultants, 
we might agree that we have a responsibility 
to know the academic resources available, 
including a knowledge of what is taught in 
such courses, and whether or not the material 
is sufficiently sound and dynamic and related 
to nursing to fill the needs of nurses. We 
shall also have to rely on institutes, short 
courses, and the like, to a considerable extent, 
and we should be aggressive in asking for help 
in securing these opportunities if necessary. 

Dr. Paul V. Lemkau spoke at this year’s 
sessions of the American Orthopsychiatric 
Association, in a meeting devoted to public 
health, where he and others stressed the need 
for help from nurses along the lines we are 
discussing, and for the further preparation of 
nurses for this. He said that psychiatrists 
(hard-worked as they are—and that is my 
interpolation) ought to be organizing their 
materials more adequately for teaching pur- 
poses. We might suggest that the same is 
true of psychiatric and psychological person- 
nel in general, and that we might justifiably 
scrutinize our needs and organization in given 
geographical areas and then be fairly insistent 
in asking for help in preparing ourselves. 
However, we cannot throw the whole weight 
of our preparation on ‘the psychiatric and 
psychological personnel, partly because these 
professional groups are limited in time and 
strength, but partly because they may not all 
be intimately enough acquainted with nursing 
to help us with application. For the latter 
reason, and because it takes time and careful 
day-by-day work to make these and like 
materials really useful to us, it would seem 
that we must follow any short course or insti- 
tute given to a staff or area group with an in- 
service educational program. If we do not, 
our experience has been that the new material 
or understanding slips away from us. 


A SECOND area of knowledge in which we 
need further preparation has to do with 
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the cultural environment in which our patients 
and ourselves live. We live in groups, small 
and large, and we find we must do so if we 
are to continue to live and if we are to have 
any enjoyment or satisfactions. One can 
take a very long view back on the basis of 
which to establish how people use the fact 
of being together. We need this kind of ma- 
terial. For example, it would be hard to 
find material more pertinent to nursing than 
a knowledge of how social change comes about, 
—the possible rate of change that can be ex- 
pected under given circumstances; the factors 
that help people to accept change: and the 
factors which retard such acceptance. The 
bringing about of social change—that is, 
toward better health—is a purpose to which 
we are committed. Therefore it helps to 
know something of how to work with the 
grain of the wood rather than against it. This 
area of knowledge includes material based also 
on the way people behave now in their im- 
mediate surroundings—what they do every 
day. We are talking about anthropology and 
sociology. Just as, for a long time, certain 
nurses have had wisdom about the way people 
feel and think, so many nurses have had an 
intimate knowledge of the way people in a 
given place behave. The public health nurse 
in a rural or city area knows her district with 
considerable precision. Still, it would benefit us 
to be able to fit this individual knowledge into 
a framework of scientific knowledge when we 
are considering what we call the “social 
factors.” 

The comments that were made earlier, re- 
garding resources for learning more about 
structure of the personality seem equally true 
for this social and cultural area. 

If we have a knowledge of the way people 
develop and behave within the wide range 
of the normal as individuals and in groups, 
we then need to know the departures from 
the normal. For many years the approach was 
the other way around. That is, it was at first 
necessary and later it was thought more use- 
ful and graphic to learn about the abnormal 
and from this to derive our understanding 
of the normal. This is still the accepted way 
of working in many teaching programs, and 
may be preferred in these instances. But 
now we know more than formerly about the 
normal. As a professional group we feel we 
are still somewhat shaky in our ability to 








observe and describe signs and symptoms of 
so-called “physical” health, because in our 
training days we saw a preponderance of ill- 
ness. Must we now grow up similarly shaky 
in our ability to recognize and evaluate so- 
called mental and emotional health,—to 
separate these aspects for the moment? Per- 
haps you will agree that we should build our 
knowledge of the abnormal and of psychiatric 
nursing on the foundation of the normal and 
that our nurses could make better use of their 
psychiatric experiences if the approach is 
made in that order. Again, we should refer 
to the fact that a number of our schools of 
nursing are taking this point of view in plac- 
ing courses in normal psychology early in the 
curriculum with experience in psychiatry fol- 
lowing considerably later. 

This is by no means to remove emphasis 
from our responsibility for recognizing the 
abnormal and for nursing the mentally ill. 
We hardly need reminding of the lack of pre- 
pared nursing personnel for psychiatric nurs- 
ing. Dr. William G. Menninger, in his new 
book Psychiatry in a Troubled World, quotes 
some data which are pertinent here. Of the 
75,029 nurses in the armed services, both army 
and navy, almost 90 percent had their nursing 
education after 1931. However, only 16 
percent of the total had undergraduate train- 
ing in psychiatry and only 0.7 percent of the 
entire group had postgraduate work in psy- 
chiatry. 


E HAVE DISCUSSED three areas in which 

we need additional preparation—the 
areas of personality growth and development; 
of cultural factors; and of departures from 
the “normal.” There is another body of 
material which we cannot call an area because 
it includes and underlies what already has 
been said and refers to our entire way of 
working with patients. The statement was 
made earlier that we accept the fact that the 
emotional and the physical are inevitably 
tied up together. We can pick out certain 
high spots in our recognition of this, or even 
our understanding of it. For instance, we 
accept the physiological symptoms that go 
with certain emotional reactions in the normal 
person, because we experience them ourselves 
and readily recognize them in others. Also, 


it is not difficult to see this tieup in the work 
with infants and young children which we 
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have been discussing. We know some of the 
franker emotional reactions of patients jp 
general hospitals. We know that there are 
individuals who become “organ centered.” 
All of us have tried at one time or another to 
work with the hypochondriacal patient. But 
we are aware that these or other such bits and 
pieces do not give us a consistent or organ- 
ized psychosomatic point of view or inform 
us about psychosomatic medicine in the nar- 
rower sense of certain disease entities. Yet 
if ever an intellectual concept seemed satisfy. 
ing, our necessarily psychosomatic approach 
to all nursing service is such a concept. Where 
shall we get materials to help us along these 
lines beyond the few important books in this 
field which have been published recently? 
One looks almost in vain for any organized 
courses presenting this material. The situa- 
tion with regard to help for nurses in working 
from the psychosomatic point of view seems 
to lie at present with a few medical leaders 
and with such study as we ourselves can make 
of our nursing procedures and other ways of 
working with people. Some day an enter- 
prising and well informed school of nursing 
will make a thorough research study of nurs- 
ing procedures from and including the ad- 
mission procedure, through discharge and 
possible follow up from community agencies. 
For example, how and why and to what ex- 
tent do we take away a patient’s clothes and 
personal belongings when he enters the hos- 
pital, and what kind of ego threat does this 
constitute to a person who already is feeling 
very much unlike “himself”? Then, as the 
medical men with whom we work become 
more habituated and skilled in working from 
the psychosomatic point of view, we shall 
have more consistent leadership in this field 
and also can contribute from our special area. 

In connection with all of the above, and 
with our work in general, we need to strength- 
en our ability to evaluate nursing service, 
community programs, research materials, and 
studies. That is, many of us would welcome 
further training in methods of social research. 

Granted we acquire a helpful degree of 
knowledge in such areas as have been sug- 
gested; we then are faced with the task of 
putting this knowledge to good use. The 
old idea that the person who has knowledge 
necessarily uses it well has been found un- 
reliable. Many nurses who have had good 
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theoretical courses in these materials feel that 
a wide gap exists between what they have 
tried to learn and their application of this in 
their daily work. It is like trying to get a golf 
ball across a bad water hazard. In other 
words, we want to learn those methods and 
skills for working with people in face-to-face 
situations within the nursing function which 
make our knowledge effective. 


ERE IS THE point at which we should turn, 
for the moment, from what the nurse 
needs to know, and consider what she needs to 
be. Methods and skills are founded not only 
on the knowledge, but on the understanding 
which the professional person has. The 
nurse’s methods of working with people must 
seep through and emerge from her own per- 
sonality in the form of behavior, just as the 
patient’s behavior arises from his personality 
and circumstances. 

However, I do not feel that we can or 
should at this time go deeply into the subject 
of what the nurse needs to be, except by in- 
direct approach. In spite of the fundamental 
importance of this, there is a limit to the 
amount of self-help and pulling of ourselves up 
by the bootstraps that we can be expected to 
do in this respect. The suggestion was made 
earlier that we can scrutinize our knowledge 
for validity in the specific situation. It is 
even harder to be aware of and have insight 
into our own emotional reactions. A saving 
fact in this connection is that we understand 
not only the patient, but also ourselves, if 
we keep our attention centered on the actual 
work situation—what we and the patient did 
together—rather than attempt self-analysis 
apart from the work situation. For example, 
when staff nurse and supervisor in a public 
health nursing agency sit down for conference 
together, it is the nurse’s functioning in re- 
lation to a patient, or other nursing situation, 
which is important and which is the sole 
justification for any consideration of the 
nurse’s personality in the conference. Further- 
more, we need to bear in mind that nurses 
are just as different, one from the other, as 
are patients; and that we respect individual 
differences in both nurse and patient. 

However, if we accept wide differences in 
personality and consequently in method on 
the part of nurses, this implies that we need 
to scrutinize and think through our basic 
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purpose and philosophy more clearly than 
ever, so that we nurses can be together and 
achieve some unity in our preparation. 

It is simple enough, and sound enough, to 
say, as we did earlier that our basic purpose is 
to improve the health of people. The in- 
terpretation and implementation of this was 
easier previously when we, like other profes- 
sions, were primarily concerned about our 
material and less about constructive ways of 
using it. 

Our gradually changing attitude in this 
respect can be illustrated as follows. Some 
years ago if the word “aggressive” was used 
in describing a nurse, the mental picture 
which rose before us was the authoritative 
nurse who ordered people about. Now, we 
would recognize merely the gratuitous giving 
of advice to the patient as an aggressive 
method of working, because, in so doing, we 
are filling our need to give advice, or to do 
something active with the patient at that 
point, rather than meeting the realistic need 
of this patient. In other words, we have made 
progress in refinement of our methods and at 
the same time in understanding of ourselves. 

But we have, as a professional group, a 
difficult tightrope to walk. On the one hand, 
the nurse is given specific responsibility by 
the community, or officials in the community, 
for helping to promote health, as for example, 
in the case of tuberculosis follow up. Often 
the nurse must not only take the initiative in 
such follow up, but must work persistently, 
sometimes it seems to the point of aggres- 
sion, merely to get in touch with the patient 
and that patient’s contacts. This activity 
sometimes brings her in conflict with the 
individual negative reactions of a considerable 
number of patients and families as shown by 
their indifference, evasions, and rejection of 
the nursing service that is offered. How is 
the nurse then to carry out the responsibility 
which the community has placed upon her 
with regard to communicable disease, and at 
the same time respect the feelings of the 
individual? 

Perhaps we can clarify this as follows. It 
may be that the nurse’s growing knowledge 
of human behavior can help her to find some 
of the causes of such reactions as she studies 
the individual differences and experiences of 
her patients. Then it is possible to combine 
the purpose to which the nurse is committed 
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and the needs and desires of the patient in 
realistic action on the part of both nurse and 
patient. We could say in summing up this 
point, which has always seemed to me an 
important and a troubling one, that our nurs- 
ing program in a community should be aggres- 
sive in the best sense, but that our work with 
individual patients or groups of patients is 
unaggressive, and is suited as profoundly as 
lies within our understanding to the individual 
patient or the group. As one writes or says 
this, it sounds so axiomatic as almost to call 
for apology. Yet, again and again one con- 
fronts the necessity for thinking this through 
in connection with nursing function and 
methods. Here, too, in thinking about our 
work, we find implied the kind of professional 
person the nurse needs to be. 

You have noted the recurring emphasis 
in this paper on the nurse’s appreciation of 
the patient as an individual. Usually we think 
of this as an attitude or a point of view. As 
a matter of fact, if and when the patient be- 
comes “real” to us in the sense in which we 
have been using that word, this attitude as 
carried out in day-by-day practice becomes 
a skill—an habitual way of working. In 
this connection, I want to read you an ex- 
cerpt from Virginia P. Robinson’s The Mean- 
ing of Skill, which appears in a volume called 
Training for Skill in Social Case Work. She 
says: 

This skillful way of working obviously develops 
out of some relationship between the workman 
and the material with which he works. . . . His 
understanding of his material and his capacity 
to work with it, instead of against it, to utilize and 
not to do violence to its essential nature, determine 
his ability to develop skill in his handling of the 
process. Skill might be defined, then, as_ the 
capacity to set in motion and control a process of 
change in specific material in such a way that the 
change that takes place in the material is affected 
with the greatest degree of consideration for and 
utilization of the quality and capacity of the ma- 
terial. It develops out of these two elements—the 
strength of the goal, purpose, aim or idea in the 
workman, and his willingness, both to struggle with 
and yield to the characteristics of the material with 
which he works. With increasing experience, as 
the workman learns how to handle his material, his 
skill becomes focused in himself. Hand, eye, self 
and object, become one. The workman’s skill is 
his way of working, natural and spontaneous. 


I" SEEMS ESSENTIAL to comment briefly on 
one more aspect of our work with people 
to help in further clarification of our methods 


of work. We know and accept that people 
have what some novelists used to call “un. 
plumbed depths.” In other words, we accept 
the fact of the unconscious. We realize that 
parts of this unconscious may be lighted up 
by certain daily happenings, and also that 
behavior is influenced by the unconscious, 
Therefore it is an oversimplification to say 
that our area of work has only to do with the 
conscious plus that part of mental and emo- 
tional workings which lie very near the sur- 
face. Nevertheless, the statement that our 
work lies with the conscious area of the mind 
probably is more true than are most generali- 
zations, and is reassuring and clarifying. This 
keeps us close to behavior on the part of the 
patient which we can fairly readily observe 
and learn to understand. 

It also means that we can give further very 
realistic thought to certain situations which 
have enough similarity of meaning for large 
numbers of people so that our management 
of these situations is extremely important and 
far reaching from a mental hygiene point of 
view. One such situation is the management 
of the patient’s admission to the hospital, as 
previously mentioned, which, except for the 
hypochondriac, is an experience normally 
causing some dismay, fear of the unknown, 
and disruption of daily economic and family 
life. Another is the whole area of our out- 
patient clinics—their arrangement, _ their 
methods with the patient, including interpreta- 
tion of the illness or health need. Teaching 
is involved in all these situations. Again, I 
paraphrase Dr. Lemkau. He says that al- 
though some of the individual’s characteristics 
are constitutionally determined, and although 
he has built up habitual ways of behaving, 
nevertheless each new experience is like an 
additional building block in the person’s 
structure, which can be a relatively good 
building block or a defective one. 

As we think of the hundreds of clinics and 
child health conferences in which we work or to 
which we refer patients, we realize how great- 
ly our increased sensitivity to the patients’ 
experiences there can help many patients. 
For example, one remembers the woman in 
an out-patient orthopedic clinic who had back 
pain, due largely to habitual bad posture. 
After a series of treatments and exercises 
she was discharged, improved. The parting 
word to her was (and I am not going to state 
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whether this came from physician or nurse) 
“If your back bothers you again, come in and 
well work on you.” To the clinic staff 
members this meant physiotherapy and similar 
treatment. To the patient it meant an opera- 
tion on her back, though she did not reveal 
this fear at that time. I need hardly call to 
your attention the opportunity that exists 
for us in cancer clinics, cardiac clinics, vene- 
real disease clinics, or in the work of the 
general medical clinic where it is only too easy 
to fortify a patient’s tendency to become 
“organ centered.” 

Such considerations as these, involving 
large numbers of patients, may help to clarify 
the mental hygiene factors in the job of the 
nurse who must cover a large territory, but 
with too small a nursing staff, and point up 
her preparation. A nurse in this kind of 
situation may feel that she rarely works with 
the individual patient in the way that was 
described earlier. In addition to the clinic 
situations, she may meet patients chiefly in 
groups and therefore needs help from in- 
struction and practice in group work as 
another method of work which will be useful 
to her. Nevertheless, any such group work 
needs the fortification that comes from the 
understanding of the individual. Furthermore, 
if it is at all possible, we try to use our group 


work as a screening process for work with a 
limited number of individuals. Also, under- 
standing of the individual and of methods 
of work with him sharpens short-time con- 
tacts so that they are more meaningful, 
and therefore more economical. It seems 
logical to state that the more purposeful and 
constructive our methods with individuals and 
with groups become, the more timesaving 
these methods will prove to be in the long 
run. 

This paper has not dealt with courses 
available in specific institutions and uni- 
versities because of my belief that nurses who 
want such educational opportunities should 
themselves consider available resources care- 
fully, on the basis of their own individual 
needs and purposes, and should have assist- 
ance available in doing this. Those of us 
who are attempting to build such resources 
need help from all of you in further definition 


.of what you want; in description of existing 


lacks or of materials you have found especial- 
ly useful, whether on the undergraduate or 
generalized graduate basis, or in specialized 
mental hygiene courses and experience. 





Presented at a meeting of the NOPHN at the 
Biennial Convention, Chicago, Illinois, June 1, 1948. 


oo personality is a native excellence which has been preserved and strengthened 
through the years by persistent self-belief. Character is a native excellence born of self- 


debate and firm resolution and of continued resistance to equally native weakness. 


Charac- 


ter is the courage of personality, the trained force that defeats the internal enemies in the 


struggle for a superior individual life.” 


Creative Thinking, Hughes Mearns, p. 198. 
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\* HER PRESIDENTIAL report to the member- 
ship at the opening biennial business meet- 
ing, Ruth Hubbard set the keynote for 
NOPHN action on important issues to be 
considered at the 1948 convention. She 
stressed three points, first, the rising concern 
for health today—in families, in communities, 
in states, our nation, and throughout the 
world. She said she thought this an outward 
sign of inward peace, in nations as in indi- 
viduals. Second, Miss Hubbard said there is 
an increasing conviction that teamwork is the 
soundest way in which to render health 
services. The opportunity is open to the public 
health nurse to be an even more valuable 
member of the health team. Her third point 
was a challenge: “The second half of our 
century will put nursing to a test never pre- 
viously met by the profession. . . . The test 
lies in whether we can respond to the amaz- 
ingly increased demand for a rapidly widening 
range and quantity of nursing service while 
preserving the living heart of that service—a 
concern for the individual which quickens the 
informed and skillful work of a professional 
person.”* 

The NOPHN Board met once and the 
membership three times during the Biennial 
Nursing Convention at Chicago, May 30 to 
June 4. Since Board and membership actions 
were frequently interrelated, the following 
summary applies to both groups. 


STRUCTURE STUDY 


Of first importance were decisions arrived 
at in relation to the Structure Study. Hortense 
Hilbert presented the Structure Committee 
report, “Tentative Plan for One National 
Nursing Organization,” (American Journal of 
Nursing, May 1948) to the membership. The 
Board approved with slight modifications the 
statement of structure principles drawn up by 
the Executive Committee in April. These 
principles were accepted by the membership. 
The membership voted that the question of 
one organization should go to the entire 





*Hubbard, Ruth Weaver. Report of the president. 


Phn, NOPHN News Bulletin, Spring-Summer 1948. 
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NOPHN individual and agency membership 
for referendum vote. The question is, specifi- 
cally: Does NOPHN approve one national 
nursing organization, if one organization can 
be successfully developed which will include 
the interests of nursing service, nursing edu- 
cation, and participation of non-nurse mem- 
bers except in specified areas which should be 
under the control of professional nurses? This 
whole matter, including the statement of prin- 
ciples, was reported in detail in the August 
Pusiic HEALTH NurRsING and a reprint of the 
report will be sent to the membership at the 
time of the referendum vote. 

The Board considered also ways and means 
of raising the funds to pay NOPHN’s share, 
$5,280, of the Structure Committee’s 1948 
budget. Recognizing the fact that up to now 
nurses have contributed by far the greatest 
share of financial support, the Board and 
Committee members Section had recommended 
that an appeal be made to all NOPHN general 
members for a special contribution to the 
Structure Committee. (The appeal letter, 
signed by Mrs. David K. Ford, 2nd vice- 
president, 1946-1948, has now been mailed.) 


PUBLIC INFORMATION AND PROMOTION 


Anna Fillmore presented to the Board a 
recommendation of the Special Advisory Com- 
mittee on Administration to the effect that 
Public Health Nursing Week be abandoned 
in favor of a year-round public information 
program. Edith Wensley stated benefits of 
the Week to be: (1) It has offered a program 
for all agencies in a community to work on 
together, many for the first time. (2) It has 
aroused some communities to the realization 
that they must do a year-round program of 
public information with the Week as a high- 
light. (3) It has given communities specific in- 
formation on recruitment. On the other side, 
some agencies reported that the Week has 
served its purpose in their communities. It 
has meant more and more work for NOPHN, 
with greatly increased costs which communi- 
ties have found it hard to understand and 
accept. It is also realized that many com- 
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munities will not carry on a public information 
rogram without the artificial stimulation of 
the Week. 


The Board voted that during the period 
from July 1948 to January 1949 there be a re- 
evaluation of the public information and pro- 
motion programs of NOPHN to see what 
realignments might be made between the two; 
and that National Public Health Nursing 
Week, as such, be omitted in the future, but 
plans for year-round public information should 
be considered and planned for by January 
1949 within the limits of the NOPHN budget. 


SOPHN’S AND SNA’S IN ECONOMIC SECURITY 


A statement was presented to the Board 
which was the result of the work of a small 
group from ANA and NOPHN aimed toward 
clarifying the relationships of SOPHN’s and 
SNA’s in regard to the ANA economic security 
program. This statement was approved by 
the NOPHN Board and with a slight modifica- 
tion by the ANA Board. As soon as this 
change is verified by the ANA Board minutes, 
and studied and approved by ANA legal 
counsel, it will be released to the constituent 
units of both organizations. 


UNDER CONSIDERATION 


Possibilities of holding regional conferences 
were discussed. Plans were made also for 
seeking payment for nursing care to the policy 
holders of a large insurance company. These 
will be reported later when details are clarified. 


UNIFICATION OF ACCREDITING 


Subsequent to action of the Joint Boards in 
January a small committee was set up to 
formulate a plan for joint accreditation. The 
recommendations of this committee were read 
tothe Board. They follow: 


1. A joint project should be set up and staffed by 
the two workers who are now making accreditation 
visits, one half-time and one full-time, and their 
associated seecretaries, and that there be a third 
worker appointed to serve the interests of the ACSN 
specifically. 

2. There should be mutual sharing of pertinent 
materials for efficient, productive work. 

3. The field visits should be temporarily suspended 
for not less than two months. 


_4. The personnel (NLNE, NOPHN, ACSN) as- 
signed to the joint accreditation program should be 
asked to (a) review what has been done so far in 
accreditation in the several organizations (b) submit 
Suggestions for reconciling differences of policies such 
as fees (initial and annual), handling of expenses, 
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et cetera and (c) formulate plans for unification of 
present activities of ACSN, NOPHN, and NLNE. 


5. The present nucleus of representatives from the 
six national nursing organizations should become a 
permanent part of the new “project” committee on 
accreditation, the committee also to include the ex- 
ecutive secretaries of all six nursing organizations and 
a representative of the ANA State Board Bureau. 


Miss Hubbard pointed out that the com- 
mittee consider these five points can be carried 
out as a first step. The NOPHN is asked to 
contribute personnel until 1949 when a new 
budget can be drawn up on the basis of a more 
comprehensive program. The general objec- 
tive is the accreditation of all nursing educa- 
tion. 

The Board voted that the recommendations 
of the Joint Committee on Unification of Ac- 
crediting Activities be adopted as submitted. 


COMMITTEE ON CAREERS IN NURSING 


By action of the Joint Boards in January 
1948 this is now a joint committee under the 
aegis of the NLNE with representatives from 
the six national nursing organizations. A re- 
port of the chairman on activities of the last 
six months was read to the Board and the 
committee’s budget for the remainder of the 
year presented. 

It was voted that NOPHN allocate an 
amount equivalent to 10 cents per individual 
member per year (approximately $506 for 6 
months) toward the suggested budget of the 
Commitice on Careers to carry out the pro- 
posed activities. 


NURSING IN PREPAYMENT PLANS 


Emilie Sargent, chairman, submitted a state- 
ment of principles prepared by the Committee 
on Nursing in Prepayment Health Plans which 
had been rearranged and added to in Item 5 
by the ANA Board in April 1948. (The state- 
ment of principles had been approved in its 
original form by the NOPHN and ANA 
Boards in September 1946.) The current 
statement of principles will be published in 
Pusiic HEALTH NursINc in a later issue. 

The Board voted to approve the rearrange- 
ment and addition. 


MENTAL HYGIENE 


A demand has arisen for one professional 
group which can set up qualifications for men- 
tal hygiene and psychiatric nursing. At 
present this function falls between two groups 





—the NOPHN Mental Hygiene Committee 
which is concerned with the development of 
programs of study for mental hygiene con- 
sultants and with other mental hygiene activi- 
ties in the public health nursing field; and the 
NLNE Committee on Psychiatric Nursing 
which is at present working intensively on 
formulation of recommendations for the in- 
clusion of psychiatric nursing in the basic 
curriculum. Some discussion had already 
taken place on the possibility of the NOPHN 
committee being made a joint committee but 
no decision had been reached. Accordingly 
the NOPHN committee requested the General 
Director to call a small committee together 
to outline a course of action for decision by the 
NOPHN and NLNE Boards. The commit- 
tee’s recommendations were now presented as 
follows: 

1. A joint committee of the NOPHN Mental Hy- 
giene Committee and the NLNE Psychiatric Nursing 
Committee should be set up to consider problems 
which demand unified action. The first problem 
which would be referred to this committee would be 


the setting up of qualifications for personnel in the 
mental hygiene and psychiatric nursing fields. 


2. The chairman of the NOPHN Mental Hygiene 
Committee should be made a member of the NLNE 
Psychiatric Nursing Committee and the chairman of 
the League committee should be made a member of 
the NOPHN committee. 


3. The whole question of joint action on this sub- 
ject should be reviewed again as needs develop and 
thinking crystallizes. 

The Board voted to approve the three 
recommendations. 


OTHER BOARD ACTION 


The Board expressed its wish that a letter 
of thanks go to the National Tuberculosis 
Association for the increase in the budget of 
the Joint Tuberculosis Nursing Advisory 
Committee. 

The Board voted to dissolve the Tuber- 
culosis Nursing Scholarship Committee since 
funds are no longer available for scholarships ; 
and the NOPHN Council on Maternity and 
Child Health since its appropriate functions 
have gradually been assumed by other 
NOPHN committees. 

The Board voted to appoint a small com- 
mittee to study the problems involved in mov- 
ing headquarters to Chicago. 


The report of the treasurer and of the 
Finance Committee were accepted (see Phn, 
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FURTHER ACTION OF THE MEMBERSHIP 


Resolutions passed by the membership were 
published in the July Pustic HEALTH Nurs- 
ING. 

Election of officers and Board members was 
announced in the same issue. 

After considerable discussion action was 
taken at the closing meeting on the recom- 
mended changes in the bylaws. The main 
change concerned an increase of dues from $3 
to $5. In making the recommendation for the 
increase the Bylaws Committee had in mind 
(1) that a large part of NOPHN work is car- 
ried on by special grants but that the regular 
operating budget does not keep pace with the 
kinds of service which should be provided to 
the field (2) that rising costs have not enabled 
NOPHN to maintain its usual services to 
members without going into debt. It was 
stated that NOPHN dues have always been 
conservative in comparison with those of other 
organizations and that NOPHN has delayed 
the necessary increase longer than most or- 
ganizations. Other recommended changes in 
the bylaws had to do with the addition of an 
Investment Committee to the list of standing 
committees. 

It was voted to increase the annual dues of 
nurse members and general members to $5. 
It was also voted that the Board should ap- 
point an Investment Committee with power 
to manage the investments of the Corporation 
and to report back to the Board at each of its 
meetings. 

Pearl McIver, chairman, reported on the 
activities of the Subcommittee on Functions 
of the NOPHN Committee on Nursing Ad- 
ministration. The committee has grouped the 
responsibilities of public health nursing under 
(1) nursing care and health guidance to in- 
dividuals and families (2) cooperation with 
other professional and citizen groups in study- 
ing, planning, and putting into action the 
community health program (3) participation 
in educational programs for nurses, allied 
professional workers, and community groups. 
Each classification is described in detail. The 
final statement will appear in the magazine. 

ANNA FILLMORE, SECRETARY 
NATIONAL ORGANIZATION FOR 
PUBLIC HEALTH NURSING 


Bulletin, Spring-Summer 








ee ee ee Ae 


coal 


oe oac_w. 


a ee ee he le 


mmer 


| Were 
VuRs- 


S was 





The First International Poliomyelitis Conference 


HE First International Poliomyelitis Conference 

held July 12 to 17, 1948, at the Waldorf-Astoria 
Hotel in New York City under the auspices of The 
National Foundation for Infantile Paralysis, was 
called to coordinate and evaluate the progress made 
in the treatment of poliomyelitis in the last decade. 
Thirty-eight foreign countries and the United States 
were represented by research and clinical authorities 
in the disease. Registration was open to nurses, 
physical therapists, and allied professional people. 
Plenary sessions held twice daily in the grand ball- 
room featured prepared papers and panel discus- 
sions. In adjoining rooms and corridors clinical 
demonstrations, exhibits, and films were presented 
throughout the day. 

An interesting feature was the simultaneous in- 
terpretation of all the proceedings of the plenary 
sessions from English into Spanish and French via 
IBM receivers of the type used at the United Nations 
for the benefit of those who did not understand 
English. It was great fun to listen in on the trans- 
lations even though one might have little or no 
familiarity with the language. 

Each plenary session was devoted to a presentation 
of prepared papers and a discussion by a panel of 
outstanding authorities on that particular phase of 
the disease chosen for the session’s consideration. 

The public health aspects of the disease were 
prominently featured throughout the conference. 
At the opening session Dr. Herbert J. Seddon of the 
University of Oxford, England, suggested extensive 
international studies to determine which preventive 
measures should be adopted. He favored only the 
most obvious measures of prevention until such 
time as more adequate knowledge of the epidemiology 
becomes available. He believes that by better or- 
ganization of existing facilities and by a more careful 
selection of treatment methods the financial burden 
to community and family can be lightened con- 
siderably. 

Later speakers urged public health officers to keep 
abreast of the latest precautions and enforce only 
those with definite scientific basis. Concise, non- 
technical, but authoritative information as to the 
nature of the disease was advised for the community 
as a great aid in allaying the distress of mind which 
the community and, more specifically, the family 
experience during a poliomyelitis outbreak. 

Dr. Albert B. Sabin, professor of research pedi- 
atrics, College of Medicine, and the Children’s Hos- 
pital Research Foundation, University of Cincinnati, 


discussed the varying worldwide distribution of 
poliomyelitis, and stated he believes the difference in 
the strains of the virus alone cannot account for the 
varying epidemic pattern and believes that the 
change has been in the human host. 

Several speakers brought out the fact that there 
seems to be a family of poliomyelitis virus strains. 
To understand human immunity to the disease a 
knowledge of the differences and likenesses among 
these existing strains is required. If an effective 
vaccine is prepared, it may require the incorporation 
of two or more immunologically distinct strains. 

Dr. John A. Anderson of the University of Utah 
School of Medicine stated that poliomyelitis is an 
acute infectious disease caused by a virus, and the 
diagnosis before the onset of the paralysis depends 
upon the interpretation of the various clinical symp- 
toms and the recent history of the patient. He 
gave as the most common early symptoms—nausea, 
sore throat, vomiting, headache, fever and drowsi- 
ness. He stated that when stiffness and pain in back, 
neck or extremities supervened on these early symp- 
toms, a tentative diagnosis of poliomyelitis is justified. 

The attending delegates were told that the maxi- 
mum nerve damage will occur in the first few days 
of the disease, and it was advised that children be 
confined to bed if they show signs of fever, regardless 
of cause, during a poliomyelitis outbreak. The avoid- 
ance of excessive activity, fatigue, chilling, and over- 
heating for at least three weeks following a period 
of fever was advised as a further precautionary 
measure in preventing the precipitation of the severe 
form of the disease. 

The papers dealing with the bulbar poliomyelitis 
patient indicated great advances in the understanding 
of this form of the disease. Dr. James L. Wilson, 
University of Michigan, stated that this is one form 
of poliomyelitis in which the therapeutic measures 
during the acute phase have a definite bearing upon 
the outcome of the disease, for if the patient can be 
kept alive during the acute stage, he will probably 
recover without residual handicaps. Dr. A. B. Baker 
of University of Minnesota Medical School stated 
there were four distinct classifications of bulbar 
cases, according to predominant symptoms—cranial 
nerve nuclei group, respiratory center group, circu- 
latory center group, and the encephalitic group. 
Further, he announced that postmortem studies re- 
vealed the probable exact centers of respiration and 
circulatory control in the medulla. Three stages of 
poliomyelitis were reviewed as the first or prodromal, 
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the second or preparalytic, and the third or paralytic 
which usually appears on the third or fourth day 
of the preparalytic stage. 

The scientific exhibits were for the most part 
highly technical reports of findings and of progress 
being made in the many lines of research and in- 
quiry, and were of diverse subjects as epidemiology, 
human locomotion, biochemistry, virus diseases, 
muscle and nerve pathology to mention a few. 

Of particular interest to the nurses attending the 
conference were the daily clinical demonstrations of 
the various phases of care of patients with poliomye- 
litis. Those on the nursing care in the acute and 
convalescent stage under the direction of Dr. David 
Grice of The Children’s Hospital, Boston, Massa- 
chusetts, were outstanding. The demonstrators were 
Mrs. Marie S. Andrews and Marjorie Gould of 
Boston University, and Theresa Fallon and Anita 
Deschenes of The Children’s Hospital, Boston. These 


Health Councils and Their 
Potentialities 
(Continued from page 463) 


verbal acknowledgement of a job well done. 

The public health worker must feel he is 
making a contribution to the execution of 
programs in a significant social movement; 
that he is a part of it and not merely a hireling. 
Too many administrators fail to take this into 
account. The workers are at first irritated, 
then frustrated, and finally seek other oppor- 
tunities for their talents. This is as true of 
public health nursing agencies as it is for the 
rest of the public health field. 

With improved personnel practices, we 
could retain a significant number of trained 
workers that we are now losing from both the 
official and voluntary health field. An organ- 
ized approach by health councils to secure 
higher salaries, greater prestige, more security 
in office, and improved personnel practices 
would have far greater chances for success 
than a similar drive by an individual agency. 
And success in this matter would go far to 
attract persons of appropriate capabilities in 
sufficient numbers to meet the needs of today 
and of an expanding future. 

We still need to let our young people in 
school below the college level know about the 
opportunities and satisfactions in the field of 
public health. 

Health councils are in a favorable position 
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nurses set a new high in skill and precision in this 
type of presentation and all concerned deserve great 
praise from the nursing profession for putting on such 
an excellent demonstration. In the hour allotted to 
them daily, they reviewed good bed positions, prone 
and pin-on hot packs, care of the patient in a respira- 
tor, and the care of the bulbar patient. 

The demonstrations of physical therapy, pool 
therapy, occupational therapy, and on the rehabilita- 
tion aspects of the later convalescent stages were 
equally of interest. All demonstrations were given 
before capacity crowds daily. 

On the closing day, a permanent international 
organization to combat poliomyelitis was proposed 
and a special committee to plan for the new organ- 
ization was chosen. The first formal meeting of the 
new international group will be held in three years. 
En BarLey, R.N., NOPHN CONSULTANT IN 

ORTHOPEDIC NURSING, JONAS 


to engage in an active recruitment program 
both for general public health workers and for 
specific categories. For instance a council 
could very effectively handle a nurse recruit- 
ment program ... just as one recently formed 
health council handled all the details of pub- 
licizing Public Health Nursing Week. After 
all, it is easier for a general group including 
our colleagues to extol our merit and virtues 
and call attention to our needs than it is for us 
to do it for ourselves. 

I have tried to give the salient points re- 
garding health councils and their potentialities 
which would be of special interest to the large 
group of citizens actively participating in the 
work of public health nursing agencies. There 
are other details about the organization of a 
health council and these may be found in a 
manual called “Stepping Stones to a Health 
Council,” published by the National Health 
Council. There are other opportunities, too, 
but I believe the ones I have mentioned are 
the leading ones. Further, they are inter- 
dependent; successful action on one influences 
the other favorably. The important thing is 
for us all to go forward and meet the challenge 
of our times, perhaps in the spirit of these 
lines from Alexander Pope: 


Not chaos like together crushed and bruised, 
But, as the world, harmoniously confused 
Where order in variety we see, 

And where, though all things differ, all agree. 
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Reviews and 


PRINCIPLES OF OCCUPATIONAL THERAPY 


Edited by Helen S. Willard and Clare S. Spackman. 

Philadelphia, J. B. Lippincott, 1947. 416 p. $4.50. 

The two editors of this book have collabo- 
rated with nineteen other authors who have 
made outstanding contributions to the field 
of occupational therapy. Methods of treat- 
ment are presented for patients with mental 
diseases, physical injuries, cerebral palsy, 
arthritis, amputations, tuberculosis, and visual 
and auditory handicaps. 

The volume throughout shows an excellent 
appreciation of the physiological, psychologi- 
cal, economic, and social aspects involved in 
the treatment of the patient. As an example 
of coordination with other services the work 
in children’s hospitals is viewed from relation- 
ships built around the physician’s program. 
The responsibilities of social worker, parent, 
welfare agency, child guidance clinic, speech 
therapist and the departments of nursing, 
physical therapy, and education are brought 
into the picture. 

An extensive index is a time saver for 
those who are especially interested in some 
phases of rehabilitation and who do not care 
to read the entire book. 


—Jennre V. Dean, Orthopedic Nursing Consultant, 
Crippled Children’s Division, Georgia State Depart- 
ment of Public Welfare, Atlanta. 


FOOD AND HEALTH 


By Henry C. Sherman. Rev. ed. New York, Macmillan, 
1947. 290 p. $4.00. 

This book, originally published in 1934, 
has been completely revised and rewritten. 
Dr. Sherman’s theme is the attainment of 
higher health through wiser use of foods in 
terms of sanitation and nutrition. He treats 
both the educational and economic aspects of 
this problem. 

Four chapters have been added. The old 
chapter on Vitamin G (Be) has been split 
Into one each on riboflavin and niacin. The 
old place of different Foods in the Dietary 
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Book Notes 


has been broken down into three chapters in 
which the various “food groups” nutritionists 
have taught in recent years are used and ex- 
plained. A completely new chapter How Foods 
Affect Health and Efficiency Through Nu- 
trition has been added. 

The concluding chapters, Adjustment for 
Better Nutrition and More About the 
Meaning of the Nutritional Improvement of 
Life, have been completely rewritten and are 
especially valuable. 

The appendix includes, Recommended Di- 
etary Allowances, Nutritive Values of Typical 
Foods, Caloric Values of Common Servings 
of Many Typical Foods, Illustrative Records 
of Meals, a selected bibliography, and a 
glossary. 

Though couched in the simplest terms, the 
book gives wholly reliable and useful inter- 
pretations of scientific findings. The untrained 
but interested reader or the professional 
worker who wishes to apply this information 
in his work will find it equally useful. Public 
health workers will find it especially inter- 
esting because of Dr. Sherman’s broad and 
reasonable treatment of the subject. 


—ELEANOoR Witkinson McCart, 1206 Bolton Street, 
Baltimore, Maryland. 


PUBLIC HEALTH ADMINISTRATION IN 
UNITED STATES 


By Wilson G. Smillie. 3rd Edition. New York, Macmillan, 
1947. 637 p. $6.50. 


THE 


This excellent volume gives a well rounded 
description of public health functions and 
community responsibility in this regard. 
Particular emphasis is placed on the local 
program as a key to most effective service 
but the relation of state and federal health 
agencies is given due consideration. 

The chapters describing various diseases 
of public health significance are especially 
lucid, well documented, and up-to-date. The 
references are carefully chosen and give the 
student a wide range of material for special 


study. Public health programs from child to 
adult hygiene are presented as to content and 
development. The author to an unusual de- 
gree has developed the ability of telling how 
to go about getting it done, whether “it” be 
working out the organization of a local health 
department or one of its component parts, 
or making an epidemiological investigation. 


—Writton L. Hatverson, M.D., Director of Public 
Health, Department of Public Health, San Fran- 
cisco, California. 


AN INTRODUCTION TO SOCIOLOGY AND 
SOCIAL PROBLEMS 


a Deborah MacLurg Jensen. 3rd edition. St. 


Louis, 
V. Mosby, 1947. 476 p. $3.75. 


This is a convenient handbook on general 
sociological theories and materials and a 
good simple presentation of typical social 
problems. It provides an institutional analysis 
of contemporary society, discusses the proc- 
esses of social change and social planning, and 
relates these to the interests and activities 
of the nurse. The treatment of each subject 
is brief, but brought to a realistic focus for 
the nurse by means of excellent pictorial 
charts, stimulating questions, and very well 
chosen and up-to-date references. Although 
the treatment is somewhat elementary, I 
know of no better general introductory text 
for the student nurse. 


—Lero W. Smumons, Associate Professor of Sociology, 
Yale University, New Haven, Connecticut. 


PSYCHIATRIC INTERVIEWS WITH CHILDREN 


Edited by Helen Leland Witmer. New York, The Com- 
monwealth Fund, 1946. 444 p. $4.50. 

In this book Dr. Witmer has given us 
another penetrating analysis in her clear, 
concise style which withal has a feeling of 
underlying warmth. For those who are inter- 
ested in the mental health of the youth of 
our country and wish to understand the treat- 
ment of some of the problems presented by 
children this book is hard to put down. In 
the first three sections comprising Part One 
she gives a basis for understanding the nature 
of child guidance as practiced in 1946. There 
follow excerpts from ten cases in which these 
principles are demonstrated. 


In Part One Dr. Witmer states: “Hence 


child psychiatry in its modern guise, at least, 
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has as its function the remedying of difficul. 
ties of interpersonal relations that are of emo- 
tional origin, and it achieves its purpose 
through the establishment and conscious use 
of the very instrumentality that, in the pa- 
tient, is disordered in certain of its spheres of 
operation.” 

Later on the author describes what Anna 
Freud believes and then explains the differ. 
ence in English and American child psychia- 
try. There are many schools of thought in 
psychiatry so it is interesting to note that 
the methods used in the ten cases demonstrate 
essential unity of the treatment process, in 
the various clinics, as used by psychiatrists, 
The problems these children presented are 
diverse and the ages range from five to 
thirteen with the majority about eight. There 
were six boys and four girls. From our lim- 
ited experience in this field this is a typical 
sampling from an age and sex standpoint. 

Psychiatry is often criticized for “doing 
nothing for the patient” which could not be 
said of this group of patients as there was 
improvement in each case of the presenting 
problem. However, the reader who has not 
had experience working as a part of the 
clinical team should be cautioned that the 
therapeutic skill in these cases represents 
years of training, self-analysis under guidance, 
and practice which is not to be found at 
every cross-roads in America. 


—Jane M. Haswacen, Chief Psychiatric Social 
Worker, Children’s Service Center of Charlottes- 
ville and Albemarle County, Virginia. 


COMMUNICABLE DISEASES FOR NURSES 


By Albert G. Bower and Edith B. Pilant. 6th ed. Phila- 
deiphia, Saunders, 1948. 657 p. 


Any nurse or nursing agency desiring 4 
reference book on communicable diseases will 
find this text most helpful. The scope of the 
material is broad, with each topic presented in 
a concise manner. Illustrations, both black 
and white and in color, add much to the value 
of the text. 

Early chapters are devoted to definitions of 
commonly used terms, descriptions of types 
of immunity and methods of immunization, 
procedures used in carrying out aseptic tech- 
niques, and public health measures for con- 
trolling communicable disease. The chapters 
on Medical Aseptic Technique and Care of 
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Communicable Disease in the Home are 
particularly well done. Technics which 
apply to home and hospital situations are 
described clearly, with excellent illustrations 
of the most commonly used procedures. 

The greater part of this book consists of 
chapters devoted to each communicable dis- 
ease. The pattern usually followed includes 
definition, epidemiology, etiology, pathology, 
symptoms, complications and sequelae, diag- 
nosis, Prognosis, methods of control, treat- 
ment, and nursing care. 

The questions following each chapter may 
be helpful for the purpose of review, and the 
glossary should be a stimulus to increase 
vocabulary. 


—Marion E. Suanp, R.N., Executive Director, Starr 
Centre Association, Philadelphia, Pennsylvania. 


COMMUNICABLE DISEASE CONTROL 


By Gaylord W. Anderson and Margaret G. Arnstein. 
Second edition, New York, Macmillan, 1948, 450 p. 
$5.00. 


In the preface to the second edition of the 
volume, the authors point out the astonishing 
advances made by research in the conquest of 
communicable disease, since the publication 
of the first edition in 1941. The contents are 
divided in two parts, the first dealing with the 
broad concept of the subject; the second part 
dealing with specific diseases. 

In the first part following a short but ade- 
quate history of communicable disease con- 
trol, the infectious processes and control 
measures are discussed. The various agen- 
cies, official and voluntary, and their inter- 
relationships are understandingly presented. 
A complete description of the role of the pub- 
lic health nurse is taken up in Chapter VI. 
The part played by the school nurse in com- 
municable disease control, particularly her re- 
sponsibilities in interpreting the health regu- 
lations to the school personnel as well as to 
parents, the health educational phases of the 
communicable disease problems, and her place 
in finding possible cases, are well presented. A 
chapter on care of a communicable disease 
case at home is brief, but the subject is cov- 
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ered sufficiently. Epidemiological investiga- 
tion and its essentials is an important chapter. 
Part two is devoted to a discussion of specific 
diseases. 

The approach is mainly from a public 
health viewpoint, with excellent discussions 
on epidemiology, control measures including 
immunization procedures if applicable, pub- 
lic health nursing, and a summary of health 
department programs. It includes a splendid 
chapter on rheumatic fever. 


—JoserH I. Linne, M.D., Health Officer, Department 
of Health, New Haven, Connecticut. 


ADMINISTRATION OF MEDICAL CARE; PROBLEMS 
AND ISSUES 


By Qdin W. Anderson. Ann Arbor, 


School of Public 
Health, University of Michigan, 1947. 1.50. 


179 p. $ 


This report is primarily an analysis of the 
medical-dental care program for recipients of 
old-age assistance in the state of Washington 
during the period 1941-1945. As of April 1, 
1947, while the report was in press, the six- 
year-old program was abolished by the legis- 
lature and responsibility for the medical care 
of aged recipients reverted to the counties. 

Mr. Anderson recounts briefly the history 
of public medical care in Washington prior 
to the establishment of the medical-dental care 
program. The detailed analysis presents data 
on the organization, operation, services pro- 
vided, and costs of the medical-dental care 
program with special emphasis on the ad- 
ministrative aspects. 

As stated by the author, the balance of the 
study deals “with the problems and issues of 
providing medical care in a similar program 
for the aged receiving public assistance and for 
the general population, as based on problems 
posed by the program.” 

The report will be of interest to all in the 
medical economics field but will be of par- 
ticular value to those concerned with medical 
care programs for relief recipients. 


—Marcaret C. Kiem, Chief, Medical Economics 
Section, Bureau of Research and Statistics, Social 
Security Administration, Washington, D.C. 


























NOTES FROM THE NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING 


NOPHN DUES 

The members of the NOPHN who met in Chicago 
on June 4 voted to increase NOPHN membership 
dues from $3 to $5. The need for such an increase 
in these days of expanding programs and greater 
costs was presented by the Board only after deep 
deliberation and consideration of ways and means. 
The NOPHN is the last of the national nursing 
membership organizations to increase dues. 

Since dues paid after October 1 each year cover 
membership for :the remainder of the calendar year 
and the following one also, this means that beginning 
October 1, 1948, NOPHN membership dues will be $5. 
The special membership subscription rate for PuBLic 
HEALTH NuRSING remains $3, thus making the com- 
bination membership-subscription price, $8. 


NOPHN STAFF CHANGES 

Alberta B. Wilson, NOPHN assistant director, 
resigned as of September 1 to become assistant pro- 
fessor of nursing at the School of Public Health, 
University of Minnesota. Miss Wilson has been a 
member of the NOPHN staff since January 1945. She 
has been secretary of the School Nursing Section and 
consultant in school nursing at headquarters through- 
out this period. Miss Wilson also has been secretary 
of the Council of Branches and the Eligibility Com- 
mittee and has represented NOPHN on the Joint 
Committee on Integration. She has been the public 
health nurse consultant for many community surveys 
and just before leaving the NOPHN was a member 
of the team of health workers surveying the Greater 
Boston area. 

Miss Wilson, who was director of the Division of 
Nursing of the Delaware State Board of Health be- 
fore joining the NOPHN staff, takes to the university 
field a broad experience in public health nursing 
and a sincere interest in nursing education and its 
contribution to nursing service. 

Miss Wilson will be succeeded on September 16 
by Marie Swanson. Miss Swanson comes to NOPHN 
as assistant director with a rich background in 
nursing and in the field of education. A graduate 
of Bellevue Hospital, she holds a Master of Arts 
degree from Teachers College, Columbia University. 


“WEEK” DISCONTINUED 

The NOPHN Board of Directors at the June 
meeting voted to discontinue sponsorship of Na- 
tional Public Health Nursing Week in order to 
concentrate the resources of the limited headquar- 
ters budget on a program of year-round public infor- 
mation. (See p. 479 for details.) By the January 
1949 Board meetings it is hoped that a plan can 
be evolved for further assistance to member 
agencies in such programs. 

The September American Journal of Nursing 
contains details regarding Nursing Progress Week, 
to be sponsored by the American Nurses Associa- 
tion November 14-20, 1948. From their experience 
in celebrating Public Health Nursing Week, public 
health nursing agencies, SOPHN’s, and _ individual 
public health nurses will have much to contribute 
toward making Nursing Progress Week a success. 





She has also studied at New York University and 
Syracuse University, at Western Illinois Normal 
School and Albany State Teachers College. 

Her professional experience ranges from that of 
teacher and assistant principal in high schools in 
Vermont and Altona, both in Illinois, to instructor 
in health and health services at teachers colleges in 
Oneonta, New York, and Newark, New Jersey. 
Miss Swanson has been employed in California, 
North Carolina, and Oklahoma, as well. She has 
taught summer and extension courses to teachers and 
to public health nurses, has been county school nurse, 
and for a number of years before joining the NOPHN 
staff was associate supervisor of school nursing with 
the New York State Department of Education. 
Miss Swanson is a past president of the New York 
SNA and a member of many professional societies 
in both nursing and education. Her publications 
have appeared in Pustic HeattH Nursino, Trained 
Nurse and Hospital Review, The American Journal 
of School Health, and The Journal of Health, Physi- 
cal Education, and Recreation. In addition to taking 
on the school nursing activities at NOPHN head- 
quarters, Miss Swanson will also have other general- 
ized responsibilities. 
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WRONG NUMBER 
In the listing of programs of study for the prepara- 
tion of public health nurses which appeared in the 
August issue it was stated that six institutions offering 
a basic professional curriculum leading to a degree 


NOPHN NOTES 


prepare their students for professional practice in 
the home, hospital, and public health agency. Sorry! 
This is wishful thinking. There are only four such 
schools which have joint NLNE and NOPHN ac- 
creditation. 


WHAT MEMBERS AND FRIENDS ARE DOING 


The following information concerning changes in 
faculty of approved programs of study in public 
health nursing has been received at the NOPHN 
office: Edna Lewis is returning to Peabody as direc- 
tor of the program of study in public health nursing 
and professor of public health nursing education 
... Anna Hassel assumes the position of director of 
the program of study in public health nursing at 
Marquette, and Frances Avery has been appointed 
assistant director . . . University of California at 
L.A. announces the appointment of Lulu K. Wolf 
as chairman of the department of nursing with the 
academic rank of professor of nursing . . . Janet 
Walker who has been on a leave of absence as direc- 
tor of the program of study in public health nursing 
at Catholic University returns to that institution after 
a year as general advisory nurse with the Indiana 
State Department of Health ... Mrs. Pearl P. Coul- 
ter, director of the public health nursing program at 
the University of Colorado, has been granted a six- 
month academic leave; Lillian Gardiner, on loan from 
the USPHS, will relieve for Mrs. Coulter . . . Eliza- 
beth Hilborn has been appointed assistant professor 
at Wayne University . . . New York University an- 
nounces the appointment of Amy Erickson as 
director of the public health nursing programs 
with the academic rank of assistant professor 


of education at that university . . . Alice Marcella 
Fay, nursing consultant with the USPHS, is one of 
the instructors in public health nursing at the School 
of Tropical Medicine of the University of Puerto 
Rico . . . St. Louis University announces the resigna- 
tion of Mabel Kehoe as an instructor in public health 
nursing . . . Ruth TeLinde, director of the program 
of study in public health nursing at Syracuse, has been 
granted a leave of absence for the fall semester .. . 
Ruth Bishop has accepted the position of lecturer 
in public health nursing at the University of Michigan 
. . . Catherine Brophy, formerly assistant professor 
of nursing education at St. John’s Univesity, has 
joined the faculty of the University of Rochester. 


Mrs. Elizabeth H. McCreary has been appointed 
superintendent of the Infant Welfare Society of 
Chicago .. . Mrs. Margaret T. Shay, formerly asso- 
ciate professor of nursing at Wayne University, is 
the new director of the Adelphi College School of 
Nursing . . . Armida Lake, at present studying health 
supervision at New York University, is the winner 
of the nationwide contest seeking “Miss Allegro,” 
typical American nurse .. . After a quarter century 
of service, Bertha V. Beyer, school nurse of Punx- 
sutawney, Pa., and Mrs. Agnes Hogan of Green Bay, 
Wisconsin, have retired. 


FUTURE PLANS OF NATIONAL HEALTH ASSEMBLY 


Three proposals to implement the recommenda- 
tions of the National Health Assembly held in June 
1948 have been made by its Executive Committee: 

1. That the Executive Committee maintain its ewn 
organization as a continuing advisory and coordinat- 
ing group 

2. That the Federal Security Administrator appoint 
a small working subcommittee to recommend to the 
full committee plans on public education relating to 
health, and on continuing organization and financing 

3. That each state be urged to hold a health 
assembly, patterned after the national assembly, 
giving equal representation to professional and “con- 


487 


sumers” groups in order to stimulate the widest 
possible cooperation among all concerned in health; 
that state conferences endeavor, in turn, to stimulate 
local conferences along the same lines to emphasize 
and facilitate essential local planning and operation 
of health services. 


The subcommittee will be asked specifically to 
consider publication of final recommendations of the 
Assembly’s 14 sections, explore methods of follow up 
of the recommendations by organizations already 
specializing in these fields of activity, and develop 
plans and guidance for state and local health 
assemblies. 




















NEWS AND VIEWS 


On Nursing 


GAGE BEQUEST 

Mrs, Mabel K. Gage, a charter member of the 
Worcester, (Mass.) Society for District Nursing, 
died early this summer. She served the agency with 
distinction and devotion for forty-six years, and at 
her death through generous bequests gave full ex- 
pression to the principle which guided her life. She 
considered her fortune a_ responsibility through 
which she could do good for her fellow man. 

The principal beneficiaries of her will are the 
Memorial Hospital and the Worcester Society for 
District Nursing. A hospital and a nursing service 
were to both Mrs. and Dr. Gage more than in- 
stitutions—they were instruments for helping sick 
and needy human beings. 

The beautiful house pictured opposite, and 
$300,000, for its maintenance as a nursing center, 
were left to the Nursing Service. In addition, a 
fund of $75,000 was established and the income 
thereof is to be used to maintain the “Mabel 
Knowles Gage Memorial Nurse.” 

To the executive director and each of the staff 
who had been associated with the agency for at 
least five years there was a substantial remembrance. 

Worcester and the Society for District Nursing 
have lost a devoted friend and worker but her good 
works will live on. 


FORTIETH ANNIVERSARY FOR NACGN 

The National Association of Colored Graduate 
Nurses will celebrate its 40th anniversary on Sep- 
tember 25 at the Tavern on the Green, New York 
City, with a luncheon at which scrolls will be pre- 
sented to founders of the organization. 

Principal speaker will be Dr. Channing Tobias, 
director of the Phelps-Stokes Fund and member of 
the President’s Civil Rights Commission. Lena 
Horne of stage and screen will be special guest of 
honor. 


RECENT STUDIES 
The Proceedings of the annual meetings of the 
Association of Collegiate Schools of Nursing lists 
studies submitted by students of the member schools. 
Many of these studies were prepared as theses for the 
Master’s degree. The titles of a few, completed in 


1946-1947, which may be of special interest to pub- 
lic health nurses follow: 


Western Reserve University, 
School of Nursing 


The ———- of the physician’s 
orders to the othe 


Frances Payne Bolton 


} written standing 
I > ‘ r factors in the provision of health 
services in Indiana industrial plants employing graduate 
professional nurses. 

Would an understanding of the dietary laws and cus- 
toms of the Jewish people increase the effectiveness of 
the graduate professional nurse in Jewish homes. 
_Some teaching implications in the nursing care of pa 
tients who had surgical treatment for peptic ulcer. 


University of Chicago, Nursing Education 


The use of auxiliary workers in voluntary public health 
nursing agencies. 


The history of public health nursing in Chicago 1883-19%), 
Aids to health teaching in public health nursing. 


_ The use of community resources in teaching sociology 
in schools of nursing. 


Health and sccial aspects of pediatric nursing, 


Catholic University of America, School of Nursing 
Education : 


Studies in organization for psychiatric nursing. 


_ Contractual relations existing between schools of nurs- 
ing and participating agencies. 


University of Oregon Medical School, Department of 
Nursing Education 

Administrative manual—Portland City 
Clinic. 

A proposed plan for the control of tuberculosis in 
Oregon. 


A time and cost study of nursing service in Yamhill 
County Health Department. 


Public Health 


University of Washington, School of Nursing Education 
A study of one hundred deaths from tuberculosis in 


persons over forty-five years of age in Seattle, Wash- 
ington, in 1943. 


University of Buffalo, School of Nursing 
Development of the nurse’s appreciation of 


the in- 
dividual in an individual-centered society. 


Information about these studies may be obtained 
by writing to the schools at which they were made. 


NURSING FOR THE FUTURE 

At present it is planned that “Nursing for the 
Future” will be published only in the cloth bound 
edition at $2.00 a copy. We are sorry about the 
note in our August issue reporting a paper bound 
$1.00 edition. Order your copy from Publication 
Department, Russell Sage Foundation, 130 E. 2) 
Street, New York. 





